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ORIGINAL ARTICLES 


THE STUDY OF A CASE OF PUERPERAL INFECTION, WITH 
SPECIAL REFERENCE TO ITS ETIOLOGY.* 


Rosert T. Grutmore, M.D. 
CHICAGO. 


Statistics continue to furnish evidence against those who make a 
routine practice of giving douches during labor and the puerperium. 
Prophylaxis is the highest art of medicine, and it is our duty to report 
any circumstances that might further its advancement. 

The following case presents several noteworthy features. First of all, 
the writer endeavored to scrupulously carry out all the details of surgical 
cleanliness. He had the hearty cooperation of the patient and her hus- 
band in the aseptic precautions to be used at the time of delivery. A 
trained nurse of excellent reputation was engaged for the case. It so 
happened that there was no antepartum vaginal examination. The labor 
was normal, and the child, the placenta and its membranes were nor- 
mally delivered. Puerperal infection developed, and the preponderance 
of evidence against the douches which were given her as being responsible 
for the infection is of sufficient weight to deserve attention being called 
to them. 

History.—Mrs. A., nullipara, 32 years of age, consulted me after she had 
passed three menstrual periods. A pelvic examination was made and pregnancy 
was diagnosed. At this time, and periodically throughout her pregnancy, her urine 
was examined with negative findings. 

A week before her expected confinement a head presentation was detected by 
abdominal palpation and auscultation. A week later, Feb. 7, 1904, she was deliv- 
ered of an eight-pound, healthy boy. The complete placenta followed in less than 
half an hour. The only break in the membrane was where the infant passed 
through. There was no laceration of the perineum. 

On the sixth day after the confinement the patient complained of uncleanliness 
and itching in the region of the vulva. There was a perceptible odor to the dis- 
charge. The obstetrician ordered a vaginal douche, consisting of a quart of 
sterilized normal salt solution, to be given with low pressure and with strict 


* Read before the Fifty-seventh Annual Session of the Illinois State Medical Society, 
May 21-23, 1907. 
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regard to aseptic technic. On the seventh day the knee and chest position was 
ordered to be taken daily. The patient was seemingly making an uneventful 
recovery. 

On the tenth day the obstetrician made what he supposed would be his final 
visit. Morning temperature, 98.3; pulse, 60. In the latter part of the evening 
she complained of pain in the right gluteal region, radiating down the thigh. 
Without orders, the nurse massaged the limb freely and applied the hot water 
bag. The patient passed a sleepless, restless night. 

On the eleventh day, at 7 a. m., the patient’s temperature was 103, pulse 98. 
At 4 p. m. of the same day the temperature was 104, pulse 100. She was chilly 
and nauseated. 

Thirteen days after labor, at 11 a. m., the temperature was 104, pulse 110, 
and remained practically stationary all day. A pelvic examination was made 
with negative findings. The uterus, considering the day of puerperium, was nor- 
mal in size and mobility. There was positively no abdominal nor vaginal tender- 
ness on conjoined examination. The writer catheterized the patient, while making 
the examination, for complete analysis. A specimen of the discharge was taken 
from the external os and from the interior of the uterus for bacteriological exami- 
nation, Dr. Joseph Biehn, city bacteriologist, was called in consultation to make 
a blood examination. 

Following are his reports: 

Erythrocytes, 3,723,000, mostly normocytes. Leucocytes, 41,000; neutrophiles, 
98 per cent.; lymphocytes, 2 per cent.; hemoglobin, 69 per cent.; animal parasites, 
none, 

Culture from interior of uterus showed many streptococci in short chains. 

Culture from external os, streptococci; few bacilli; mixed infection. 


URINALYSIS. 


Reaction acid; specific gravity, 1031; chlorids and phosphates, normal; pep- 
tones, sugar, blood, bile, none; indican, trace; uric acid decreased; urea, 3 per 
cent,; albumin present. 

Microscopical.—Casts, epithelial and granular, few; urate crystals; blood; few 
erythrocytes; pus, many leucocytes, 

On the fourteenth day, at 5:30 a. m., the patient had a violent chill, followed 
by a temperature of 105.3, pulse 110. The lowest temperature during the day was 
103.3, which was accompanied by profuse perspiration. She complained of creepy 
sensations, her abdomen was tympanitic and she complained of the distension, her 
entire body ached. Sleep was obtained in short fretful naps, and she awakened 
panic stricken and extremely apprehensive. For the next four days the patient 
suffered a severe chill on an average of twice during the twenty-four hours, tem- 
perature bounding to 105 and varying from that to 104 during the entire time and 
in spite of almost continual cold sponging. 

From the fourteenth day to the close of the eighteenth the patient obtained 
only thirteen and one-half hours’ sleep, an average of two hours and twelve min- 
utes to every twenty-four. 

On the twenty-fifth day the patient complained of sharp, shooting pains in the 
pelvic region. She had a dry, hacking cough for a few hours; her pulse, which 
had averaged 85, and her temperature, 99 degrees, for the past six days, rose to 
103.6, pulse 110. She complained of severe pain in the right ovarian region, mid- 
way over Poupart’s ligament, and accompanied by exquisite tenderness radiating 
down the entire thigh. Both limbs were measured and phlegmasia alba dolens 
diagnosed in the right. 

On the twenty-ninth day there was a slight rise in temperature, respiration 
and pulse, accompanied by a sharp cough. Pleurisy developed on the left side of 
the thorax. There was a marked heart murmur. Both labia vulve were swollen 
to several times their normal size. She had intense pain in her left limb and bril- 
liant hectic spots in both cheeks. Measurements were taken, and phlegmasia alba 
dolens was diagnosed as developing in the left leg. 
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TREATMENT. 

In the absence of any localized pelvic pathology, radical treatment was not 
considered. The streptococcic serum was administered every four hours for several 
days without any apparent result. This, of course, would be no argument against 
the opsonic theory, as theoretically the serum from the individual strain must be 
used to be effective. Medical treatment was given to meet the symptoms that 
presented themselves, and in the main was supporuve. 


CONVALESCENT PERIOD. 


Beginning with the fortieth day the patient began to make a gradual improve- 
ment, and on the seventy-fourth day the physician was discharged from the case. 
The swelling of the legs at this time still caused her considerable annoyance. At 
the present writing, two years and more after the patient’s confinement, she has 
entirely regained her former health. 


ETIOLOGY OF PUERPERAL FEVER. 

1, Predisposing cause; 2, pathogenic micro-organism introduced by 
improper technic. 

Predisposing Causes—1. Traumatisms of the utero-vaginal tract 
which facilitate the invasion of infectious germs. 

2. The general exhaustion of the patient during labor, which lowers 
the resistance of the tissues. Infections are proportionately greater as 
the labor exceeds twenty-four hours. 

3. Leaving remnants of the placenta or membranes, which often de- 
compose in the utero-vaginal tract, and thus favor the invasion and in- 
crease the activity of micro-organisms. 

4. The lack of general sanitary surroundings, or any appreciable 
condition which would have a tendency to lower the patient’s vitality. 

5. Constitutional diseases. 

Improper Technic.—1. Lack of surgical cleanliness on the part of 
the obstetrician either before, during or after labor, while making a vagi- 
nal examination without properly cleansing his hands, the field of opera- 
tion, the patient’s external genitals, or by the use of unclean instruments. 
These are probably the most potent factors in puerperal infections. 

2. Lack of cleanliness on the part of the patient, which would include 
coitus a few days or hours previous to confinement, self-administered 
vaginal douches, personal vaginal examinations, and a tub bath with the 
onset of labor. 

3. Lack of surgical cleanliness on the part of the nurse. 

4. The promiscuous and careless use of douches, including extremes 
in temperature and strong antiseptics. 

The objections to the douche are many. 

(a) It is comparatively seldom that an unused and freshly sterilized 
douche bag is obtained for the confinement. The dangers of employing 
a bag which has done service for some months, perhaps used by one or 
more members of the family for the administration of an enema, and 
where, as is frequently the case, the end of the tube has come in contact 
with the seat or bowl of the toilet, the opportunity for the syringe tip 
to become the medium of introducing infection into the freshly bruised 
or abraded vaginal mucosa is self-evident. 
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(b) The vulva, anus and adjacent areas are especially exposed to the 
presence of the pathogenic bacteria found in the feces, and unless special 
care is taken the sterilized douche point may carry with it bacteria into 
the parturient canal. 

(c) Granting the douche point is properly sterilized and the external 
parts adjacent to the vaginal opening properly cleansed, we are then at 
the mercy of a careless nurse or of an attendant who may not be well 
trained in surgical cleanliness, or who, being qualified, finds it extremely 
difficult, if not impossible, to carry out an aseptic technic. 

(d) Nature furnished the patient with utero-vaginal secretions which 
do not favor the growth of pathogenic micro-organisms, and we certainly 
weaken the reaction of these secretions when we dilute them with the 
douche water. Extreme heat, cold or strong antiseptics diminish the 
resistance of the already impaired tissues. 

The eminent authorities who still advocate the douche and the coun- 
try practitioners who are able to report the numerous confinements they 
have attended without the assistance of trained nurses, often ignoring 
every rule of asepsis without a single complication of infection, are both 
unconsciously guilty of retarding the development of prophylaxis in 
puerperal infection. On the one hand, we have a specialist in obstetrics 
who is in a position to demand an able corps of assistants and who prac- 
tices his art with strict regard to asepsis. On the other, we are dealing 
with a man who can with impunity slight these precautions because the 
germs of infection perhaps do not exist, or at least are not prevalent, in 
his locality. It stands to reason, then, that both of these men could use 
the douche during and after labor, with more or less impunity. 


THE PROBABLE CAUSE OF THE INFECTION. 


This paper would be incomplete without an endeavor to determine 
the medium of infection in the specific case reported. There is no evi- 
dence of an autoinfection. In considering the predisposing causes, 
we will first consider traumatisms of the utero-vaginal tract. 

1. The writer could detect no traumatism of the vagina or of the 
perineum. 

2. The general exhaustion of the patient during labor. The patient’s 
labor was ideal, the entire time being something under a fraction of 
eighteen hours. 

3. The remains of the placenta or membranes. The placenta was 
carefully examined and found to be intact. There was no break in the 
membranes, except where the infant had passed through. 

4. The lack of general sanitary surroundings, ete. The sanitary sur- 
roundings could not have been improved upon. It so happened that the 
patient was the first tenant to occupy a new apartment. It was newly 
furnished, including bed linen, blankets, nightgowns, etc., which were 
saved newly clean for this special occasion. A few days before her ex- 
pected confinement the maternity room was chosen, thoroughly cleaned 
and deprived of accessories. 

Imperfect Technic.—Lack of surgical cleanliness on the part of the 
obstetrician. Labor began at 2 o’clock in the morning, and the writer 
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was not called until 7. He took a tub bath and changed his clothes 
throughout. When he made his first call he confirmed his previous diag- 
nosis of head presentation by abdominal examination. His second call 
was made at 6 o’clock in the evening of the same day. Before entering 
his patient’s room he took a tub bath at her house and made his second 
change of underclothes for the day, including a complete sterilized obstet- 
rical suit. Inspection showed a slight bulging of the perineum, and the 
patient was at once provided with sterilized leggings, sheets, towels, etc. 
The pubic hair had been shaved in the early morning hours by the nurse. 
The writer personally cleansed the vulva, and after properly scrubbing 
his hands put on a new pair of rubber gloves which had been boiled for 
twenty minutes. No antepartum digital examination per vagina was 
made either upon the first or second parturient visit. Within eighteen 
hours after the first labor pain the patient delivered herself of an eight- 
pound, healthy boy. The rubber gloves were again boiled, the obstet- 
rician’s hands scrubbed with a new freshly sterilized hand brush, and an 
examination was made of the perineal floor and vaginal tract for trauma- 
tism. No lacerations were detected, and the writer personally cleansed 
the vulva and applied the sterilized obstetrical pad. 

A few days preceding, the writer had attended a complicated obstet- 
rical case in which there was a severe laceration, and an abdominal sec- 
tion done within thirty-six hours after the confinement above reported 
were in neither instance complicated by a rise of temperature. This 
would weigh against the obstetrician himself being a carrier of infection 
at this particular time. 

A Rochester sterilizer was used for the preparation of his obstetrical 
outfit at the time of the patient’s delivery. After the development of 
puerperal fever this sterilizer was sent to Dr. Joseph Biehn, city bac- 
teriologist, with a request that he make a thorough test of its efficacy. A 
sheet, containing a culture of streptococci and other infectious germs, 
was placed in the sterilizer and after one-half hour of sterilization all 
germs were found to be inert. It so happened in this case that the obstet- 
rician had made a bi-sterilization of his outfit, each three-quarters of an 
hour in duration. 

The Promiscuous Use of the Douche.—On the sixth day after the 
patient’s confinement a sterilized normal saline douche of medium tem- 
perature was ordered by the writer to be given at low pressure and with 
due regard to surgical cleanliness. 

Lack of Cleanliness on the Part of the Patient—A week before the 
patient was confined the writer instructed her in the danger of making 
or allowing her nurse to make, a digital examination in the vagina. She 
was also informed of the dangers attending the administration of vaginal 
douches immediately before or during labor. She was told not to take a 
tub bath after labor began. There had been no coitus for several months 
preceding her confinement. She did not make a digital examination 
upon herself per vaginam. She had not taken a douche for several weeks 
previous to her confinement or during her labor. She did not take a tub 
hath after labor had begun. 
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Lack of Surgical Cleanliness on the Part of the Nurse——On the 
twelfth day of the patient’s confinement the physician was informed by 
the patient’s husband that the nurse, being a strong advocate of the 
douche, had administered antiseptic douches: lysol, alternating with 
permanganate of potash, twice daily sincc the order for the saline douche 
had been given. During the third week of his patient’s illness the writer 
ordered a high enema. The nurse, having no colon tube at hand, in- 
serted the rubber tube of the syringe some two feet into the bowel. On 
questioning the nurse, she freely acknowledged using the tube proper for 
an enema throughout her service on the case, but she explained that after 
she had done so she had invariably boiled her syringe before giving the 
vaginal douche. Unless the entire tube was filled and well immersed in 
the vessel of boiling water it can readily be seen how ineffectual such 
sterilization would be. Moreover, a nurse who would so infringe upon 
the laws of surgical cleanliness as to give an enema with the rubber tube 
of the syringe would presumably be guilty of other further indiscretions. 


CONCLUSION. 


The above case presents several unusual features. The patient her- 
self having an inordinate dread of puerperal infection was extremely 
appreciative of the aseptic technic to be taken at her expected confine- 
ment and readily cooperated with her physician in all his precautions. 
The nurse was selected by the husband in the early weeks of pregnancy. 
She was a graduate of one of the most reputable of Eastern training 


schools, some fifteen or twenty years previously, and she bore an excellent 
general reputation. In spite of her remission in taking upon herself the 
responsibility of administering antiseptic douches daily, she was but fol- 
lowing the example of those whom she felt were older and better qualified 
men than the writer. Moreover, she openly declared that it was impos- 
sible for her to keep up with what she considered the.“fads of progressive 
medicine.” She could not understand why one year she would work for 
an obstetrician who was ordering three douches daily and five years later 
find him unrelentingly barring all douches from his obstetrical practice. 

With the surgical cleanliness the obstetrician endeavored to carry out, 
the entire absence of manipulations, the ideal labor of the patient, the 
normal delivery of the child, the placenta and its membranes, the hearty 
cooperation of the patient and her husband in the aseptic precautions to 
be used, the sufficiency of means whereby all arrangements could be car- 
ried out according to the directions of the physician in charge, the em- 
ployment of a competent trained nurse, it would seem that the danger of 
an heteroinfection was almost out of the question. 

That the streptococci coming from the interior of the uterus had been 
earried there by the blood from some focus of infection localized in a 
remote portion of the body is, taking into consideration the history of 
the case and our present knowledge, improbable. 

That the streptococci were introduced before or during the process of 
labor, or at the time of delivery, gives us an answer in the negative. 
Granting that the afternoon or evening of the tenth day, after the obstet- 
rician had presumably made his last call, marked the insidious symptoms 
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of the invasion of the puerperal infection, we certainly are justified in 
assuming that the germs had not gained an entrance until after the sixth 
day following labor. Giving the streptococci ample time to develop, the 
time of invasion narrows itself to the seventh, eighth or ninth day after 
delivery. In considering the history of the case, it seems highly probable 
that the mode whereby the germ gained entrance to the uterus was 
through the medium of the douche. The source of the streptococci might 
easily have been upon the external genitalia and pushed into the vagina 
by the sterilized douche point. Or they may have been carried directly 
into the tract from the rubber tube of the syringe, which had been pre- 
viously used for a high enema. The free dilution of the vaginal secre- 
tions by the douche water and perhaps the impairing to some extent of 
the vitality of the vaginal tract by the use of strong antiseptics would 
be a rational explanation of the mode of invasion of the streptococci 
which terminated in so severe an attack of puerperal infection when the 
puerperium was so far advanced. 

The douche has so limited a field of usefulness that the necessity of 
ordering it as routine practice at the maternal bed is certainly as danger- 
ous as it is unnecessary. 

While it must be conceded that a vaginal douche given with strict 
attention to asepsis is not a precarious procedure, it is unfair to expect 
the average nurse, no matter how capable she may be, who shoulders the 
multitudinous duties connected with the maternity room, to properly 
give a vaginal douche. The obstetrician who endeavors to carry out to 
the best of his ability surgical cleanliness at the bedside of the puer- 
perium will find in many cases that his efforts are thwarted if he sanc- 
tions the giving of douches. If the occasion arises that demands such a 
course, he had best give them himself with due regard to all the prinei- 
ples of surgical cleanliness. 

For the benefit of his future patients the writer has had printed upon 
the back of his obstetrical list, which are given to his pregnant clientele, 
the following instructions to his nurses. He hopes in this way to guide 
them, as well as to assist in educating his patients. 

INSTRUCTION TO NURSES. 

It is taken for granted that the nurse does not take charge of an obstetrical 
ease if she has come direct from a contagious or infectious patient, unless she has 
previously consulted with the physician in charge. That she comes on duty with 
hair freshly shampooed, and fresh laundered linen throughout. 

1. Under no circumstances give a vaginal douche before or after labor has 
begun, nor at any time while on service, without positive written instructions 
from the physician in charge. 

2. Do not give tub bath after labor has begun. A shower, or thorough sponge 
bath may be given. 

3. Before washing or handling the vulva for any purpose whatsoever, clean 
your finger nails and thoroughly sterilize your own hands by scrubbing with 
freshly sterilized brush and green soap for five minutes by the clock, then soaking 
hands for five minutes in 1-2 per cent. solution of lysol, or 1 to 5000 bichlorid of 
mercury solution. 

4. After labor has started give soap suds enema—three pints—with a rectal 
tip which has been previously sterilized by boiling for ten minutes. 
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5. Shave the pubic hair with carbolized razor, or, if patient objects, clip the 
pubic hair with scissors that have been carbolized for ten minutes in 25 per cent. 
carbolic solution. 

6. After giving enema, and instructing patient to wipe the toilet paper from 
the -rectum backward, prepare your hands as above directed. Then wash with 
antiseptic solution the lower part of your patient’s abdomen, sides of thighs and 
vulva. If the cotton should touch the anus while washing the vulva it must be 
thrown away and a fresh piece used. Wash buttocks and anus last. Always wash 
and wipe from anus downward, never from anus upward. By rubbing from the 
anus upward you are liable to introduce pathogenic germs into the vagina and 
thus infect your patient. Finally irrigate vulva with 1 to 5000 bichlorid of mer- 
cury solution. 

7. After the patient has been confined irrigate the vulva after each urination 
with a pint of sterilized water (unless special instructions are given about a 
specific antiseptic) and dry with a generous supply of sterilized cotton by gentle 
pressure, not by rubbing. 

8. After the patient has had a movement of her bowels, irrigate the vulva with 
sterilized water and place sterilized cotton over same. Cleanse the rectal region 
by turning her on her side and washing with soap and water. By turning patient 
on her side before cleansing anus you avoid a possible contamination of the vaginal 
tract with pathogenic germs contained in the fecal matter. 

9. If any part of the sterilized dressing or pad which is to cover the vulva 
comes in contact with any substance not absolutely surgically clean, it is no longer 
aseptic, and must be thrown away. 

10. Have two antiseptic solutions prepared for physician’s hands in sterilized 
receptacles—a 1-2 per cent. lysol and a 1 to 4000 bichlorid of mercury solution. 


DISCUSSION. 

Dr. Charles 8S. Bacon, of Chicago:—Mr. President, this subject of puerperal 
infection is coming to be, from a medicolegal standpoint, an extremely important 
one. The Medicolegal Committee finds that a great many of the cases of mal- 
practice arise in obstetric practice. People are generally coming to believe that 
in a case of childbed fever the cause of the infection is the attending physician. 
The physician is blamed, and hence the subject has taken on new interest and 
importance to us. : 

The clearly stated case of Dr. Gillmore corroborates the contention he makes 
as to the importance of omitting the douche from the treatment of these cases. 
In this case it is probable, judging from the history as well as from the examina- 
tion, the infection was increased by the physician who previously attended the 
case. The low leucocyte count and the degree of anemia show that. Moreover, 
we find generally that patients in the best circumstances are often less resistant. 
It is amazing sometimes to see what patients in dispensary and midwife practice 
can stand, and we can explain such results simply on the supposition that such 
patients are immune to the ordinary infections, while the best-cared-for patients 
are not immune. We have that to consider. Possibly the contamination which 
resulted in the infection of this patient would not have resulted so harmfully 
had the patient been in other circumstances. However, the history of the case 
seems to show that there was no chance for hetero-infection except from the 
douche. The possibility of an autoinfection is not entirely excluded, although 
with a late infection we can not draw any conclusion. A late infection, in the 
ease of gonorrhea, is extremely common. A late infection in other cases 
where the streptococcus is found, seems to indicate that in some cases there may 
be an autoinfection. It is well known that streptococci are found in the vagine 
of perfectly normal women, and whether they are pathogenic or not we can not 
determine with certainty. It is generally held that they are not pathogenic, but 
the possibility of non-pathogenic streptococci being changed into pathogenic dur- 
ing the puerperal period is always present, and that is a point we must keep in 
mind in these medicolegal cases for our own protection, and it is not impossible 
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that in this case there may have been present streptococci in the vagina, which 
are so often found, and which became virulent during the first stage of the puer- 
perium. The great probability is that in this case there was hetero-infection, tht 
infection being carried in by the douche. This raises the question of why and how 
the douche shall be given. The possibility of disinfection of the vagina with a 
douche is very remote. I think we may safely say that it is impossible, and we 
also know that antiseptic douches are more harmful than plain water or salt 
solution, as has been clearly shown by the bacteriological examination of Kroenig, 
who pointed out that virulent bacteria introduced into the vagina would disap- 
pear in the course of twenty-four hours, on account of the bactericidal secretion 
of the vagina; but if previous to the introduction of virulent bacteria antiseptic 
douches are given the bacteria remain two or three times as long. If a douche 
is to be given, it should not be an antiseptic douche. 

Dr. M. S. Marcy, of Peoria:—Four or five years ago at a meeting of the 
society held at Springfield I read a paper on this same subject, puerperal infec- 
tion. At that time I advocated a treatment which I have followed for the last 
fifteen or twenty years and one which I have never found to fail. That treatment 
is simply this: Wash the vagina thoroughly with a solution consisting of peroxid 
of hydrogen, about two-thirds to one of warm water; dilate the os thoroughly. 
and wash out the uterus very thoroughly with the same solution. That has been 
my practice for at least fifteen years or longer, and during that time I have never 
known of a failure or death while I have practiced that treatment. Of course, 
it is very plain to be seen that if there is anything within the body of the uterus 
that is producing this infection, or there is any tear in the vagina, we should 
render that material aseptic, whatever it may be, if possible, and then there will 
no longer be absorption of the poison. My experience has taught me that if we 
do this, render the effete material aseptic, or stop the absorption of this effete 
material which is poisoning the system and causing elevation of temperature, 
etc., within twenty-four hours the temperature will decline to normal. I have seen 
cases of abortion where there has been débris left behind, and after its -removal 
I have noticed within twenty-four hours, after rendering this material aseptic 
with peroxid of hydrogen, the temperature, which was 104° to 105°, decline to 
normal, and the patient made an uninterrupted recovery. 

After treating the uterus in this manner, pieces of débris of the size of the 
thumb or larger may be left for days, or until they come away voluntarily without 
having the slightest odor, proving the efficiency of the treatment. 

To those who have never tried this treatment, I would say, before condemning 
it, as the essayist has, give it a fair trial. 

Dr, Charles E. Paddock, Chicago:—I wish to repiy more particularly to the 
last speaker. I have seen a number of these cases and rarely have I found it 
necessary to explore the interior of the uterus or wash out the same. In the great 
majority it is better to leave the case to Nature and not interfere with the 
interior of the uterus. The protection which Nature affords the patient by throw- 
ing out a zone of leucocytes is well known, and if we disturb this barrier by 
curetting or irrigating, or by making applications with a view to rendering the 
micro-organisms inactive, as the last speaker said, we are liable to do more harm 
tnan good. lc is nearly impossible to make an application of any kind to the 
interior of the uterus that will destroy all the micro-organisms that may be pres- 
ent. Let the zone of leucocytes alone; it will protect and prevent the further 
invasion by the bacteria. If the infection has gone beyond and entered the lymph 
channels of blood vesseis, then certainly any application which might be made to 
the uterus would be of no avail. The treatment should be largely prophylactic. 
We are all of us too careless in the conduct of our cases. It 1s next to impossible 
to make an examination, for instance, of a woman in labor without carrying in 
some infection. We can not render aseptic or sterile the surrounding field, and 
if we limited the: number of digital examinations to the minimum there would 
be less infections. The pernicious use of the douche during pregnancy, or labor, 
or the puerperium is to be abolished. And then, again, an examination, if made, 
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should be done with a rubber glove upon the hand of the accoucher, External 
examinations tell the physician more than the internal. The presentation and 
the position can be determined, and if the woman be in labor her attitude or the 
peculiar cries are of diagnostic value as to the progress of the labor. It may be 
necessary to make one examination, but one should be enough during the course 
of the labor. 

The cause of long labors should be sought. They generally mean that there is 
some pathologic condition which may be corrected, and by the correction of this 
position the labor may be shortened. A long labor places the woman in such a 
condition that her resistance to bacteria is very materially lowered, and these 
bacteria, which are always present in the lower part of the genital tract, while 
non-pathogenic, many easily become pathogenic. 

Dr. Charles B. Brown, of Sycamore:—The subject of puerperal infection is an 
interesting one and should receive a free and thorough discussion. But how the 
country doctor can surround his lying-in patients with all this clap-trap of a 
certain number of sheets, a certain number of towels, pans and kettles, and many 
other things that have been described at medical meetings, is beyond my compre- 
hension. There are country doctors here within the sound of my voice who live 
in the small towns, and possibly some of you who live in the larger cities, who 
go to houses where they do not find even a wash basin, to say nothing of a lot of 
clean towels. You may find a dirty rag. What are you going to do? The chances 
are you have not seen the patient before; you do not know anything about her. 
‘here may not be a clean sheet in the house, and perhaps no sheet at all. I tell 
you, gentlemen, practitioners of medicine frequently do too much in these cases. 
I believe God Almighty fixed this thing all right. (Applause.) Nature intended 
labor to be a perfectly physiological process, and some of you, when you bring in 
all sorts of aids to assist Nature, change the whole process, and I believe you do 
more harm than good. Much of the trouble or harm that is done to these patients 
is caused by the meddlesome doctor or by some busybody around the house. I 
have been engaged in the practice of medicine for over thirty years, and during 
that time I have never used a vaginal douche before or during labor. I have 
never boiled the sheets. My hands have always been clean. I take particular 
pains to see that they and everything else that comes in contact with the patient, 
as nearly as I can, is clean. I have attended from a thousand to fifteen hundred 
women in confinement, and have not lost a single case, and of this number I only 
recall one patient who was infected. That has been my practice. I had a little 
trouble with a nurse who used bichlorid tablets and almost killed a woman. I 
believe there is a good deal of harm done by interfering in these cases too early. 
It is necessary for us to wait and wait, and if this was done more frequently I 
believe the perineum would not tear half as often or as easily as when we inter- 
fere so much, 

Dr. :—I am very sorry to have to disagree with some 
of the statements made by the last speaker (Dr. Brown), although I agree with 
him in some respects, I read a paper on this subject a few days ago at Pontiac. 
I have been trying to do clean work in relation to my obstetric practice, and in 
the last few years I have been taking a greater interest in it than usual. In my 
paper I made a remark with reference to the importance of caring for the patient 
during her puerperium, anc one good old doctor said, “What, in the name of God, 
are you going to do when you have not a clean pan, and this and that, in order 
to sterilize your hands, and have to proceed with the examination?” I trust that 
the country doctors here will not say, “I will look after Mrs, Jones, and, although 
I do not have the facilities for so doing, Mrs. Jones will get along all right.” 
That is not the way to do. We have heard read to-day an elaborate paper on 
puerperal infection in which the essayist reported a case in great detail. He had 
his patient surrounded with the most approved things and up-to-date technique, 
and yet she had a bad puerperal sepsis. How much better one feels when he 
knows he has done the right thing to his patient, even though infection occurs! 
He feels that the infection is not due to any fault in his technique; that it has 
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not come from his hands, on account of the precautions he has taken. God is 
kind to us sometimes. He overlooks our faults, and if a doctor in a case of labor 
will take along some 5-cent brushes and have them boiled, or boil them himself in 
some sterilizer in his office, and take along some green soap, or a bottle of lysol, 
and thoroughly cleanse the external genitalia part by part, he can do a great 
deal toward preventing infection that might otherwise occur. He does not need a 
Kelly pad, but should have, if possible, a wash basin, and if he will take care to 
cleanse the parts thoroughly, and make as few examinations as possible, he will 
have done a good deal towards the prevention of sepsis. If he does not have clean 
hands, then, in the name of Heaven, let him make no internal examination. Let 
him use a modern stethoscope and by auscultation determine the development of 
labor as he ought to do as a scientific man, and not be content to let the patient 
alone, thinking that Nature will do the rest. 

I do not believe in the use of peroxid of hydrogen. If you will take pains to 
read an article by Williams on this subject, you will find that out of 150 cases 
he reports virulent streptococci formed 46 per cent. of the infective processes, 
although the patients did not die, nor did their temperature exceed 101° or 102°. 
Let no doctor think that because a patient develops a little temperature of, say, 
101° or 102°, she is getting along all right. That woman is infected, and she 
became infected through or by some means, and most likely through the dirty 
hand of the doctor. 


Dr. James W. Hamilton, of Mount Vernon:—I live in a locality where we do 
not have the facilities such as city physicians have. However, I wish to say that 
I have delivered women in hospitals; I have delivered them in good homes, and I 
have delivered them in log cabins, and must confess that I have had just as large 
a percentage of cases of infection in hospitals, where I was surrounded with 
trained nurses, and had taken every precaution to prevent sepsis, as I have in 
these other places. I know that if my hands are as sterile as I can possibly get 


them, and wear rubber gloves that have been boiled for twenty minutes, and anti- 
septics galore, I do not convey streptococcus infection; but in the history of many 
of these cases I find there was an old cervical catarrh before this conception had 
ever taken place. Many of the women have been treated for a cervical catarrh, 
and I think that if a careful examination was made each one of these patients 
who is infected would give a history of an old cervical catarrh having existed for 
years and years, and that with dilatation of the os and with the excoriations of 
the parts that have taken place there has been opened up a doorway for the strep- 
tococcus to enter the general circulation, and so the patient becomes infected. 

There are thousands upon thousands of patients who are being delivered in 
country homes by doctors who harness their own horses, who curry their own 
horses, and who do not practice the first principles of asepsis, and yet they tell 
us they have very few, if any, cases of puerperal infection. If the infection is 
conveyed by the hands of practitioners, I would like to know why more of these 
women are not infected. I know a country doctor, a personal friend of mine, 
who does not believe in this theory of asepsis. He is mistaken. I know he is 
mistaken. He has a large practice, and has delivered over twelve hundred women, 
and of that number he has had only one or two cases of puerperal sepsis. I do 
not suppose that he has ever used a particle of lysol or carbolic acid in his life 
with which to wash his hands. He*curries his own horses and lives on a farm. 
If streptococci are to be found on men’s fingers, why should we not have more 
eases of infection in the country districts? There must be some place where 
streptococci enter through abrasions in the cervix, due, possibly, to an old cervical 
catarrh. 

Dr. Robert T. Gillmore, Chicago (closing the discussion) :—In reply to Dr. 
Marcy with reference to sterilizing the vagina by using peroxid, it is a practical 
impossibility to get into the cervical glands and into the folds of the vagina with 
peroxid of hydrogen or any other antiseptic. If there are any pathogenic micro- 
organisms in the parturient canal and you have traumatism of the parts, which 
is inevitable, and the patient is susceptible to the individual germ present, she 
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will be infected, and it does not matter how much peroxid of hydrogen may be 
used; the only effect will be additional traumatism from the scrubbing. As an 
example of that, I presume Dr. Marcy has treated many cases of gonorrhea, but 
the infection has gone on. I have had such cases for six or eight months, during 
which I have tried my best to clean up and get rid of the gonococcus, but was 
unable to do so. If we can not get rid of the gonococcus in six or eight months, 
how can we remove other micro-organisms by sterilizing the vagina for ten 
minutes? 

With reference to the remarks of the gentleman (Dr. Brown), who said that 
he had had a thousand or fifteen hundred cases of confinement without infection, 
I wish to say that I do not believe it. I say such men do have infections, and the 
reason they say they do not have cases that are infected is because they do not 
follow their cases after confinement. They do not know when the temperature of 
the patient goes up. 

Dr. Brown:—I said without a death. I did not say that I had no case of 
infection, 

Dr. Gillmore (resuming) :—In reference to sterilization being practiced by 
the country doctor, the gentleman (Dr. Brown) spoke of it as “clap-trap,” and 
said that he had managed to save all of his patients without the aids I have 
mentioned. I think it is a lazy man’s argument. With an obstetric sterilizer 
(the Rochester sterilizer) twenty-four inches long and eight inches wide, which 
you can have in your home, packed with sheets, brushes, leggings, a dozen towels, 
gown, etc., you can get around this idea that when you go into a dirty house you 
must ignore asepsis. It does not need any argument to point out the need of 
having these things; you can not do any harm by having them; you can not do 
harm by washing your hands. The only valid objection you can make is that it is 
unnecessary labor for the physician in charge. You are not taking chances of 
infecting your patient when you are aseptic, even though you do not agree with 
those men who insist upon surgical cleanliness at the patient’s bedside. 

In regard to hospitals, hospitals are the homes of germs. ‘they live in hos- 
pitals. There germs of all kinds are found. The same thing applies to cities as 
compared with the country. We have more germs in the city than in the coun- 
try. A good example is the germ of tetanus. We know that it inhabits certain 
places. A man falls off from a scaffolding, shortly after which he develops teta- 
nus. If he should drop fifty feet from that place the chances are that he would 
not have tetanus. It means that the tetanus germ is in that particular locality. 
Certain regions of the state have the tetanus germ. In the country you do not have 
pathogenic germs to the extent that we have them in cities, owing largely to im- 
perfect sanitary conditions. Neither do you have the variety of germs in private 
homes that you have in hospitals. 

In regard to the question of there being but few deaths from puerperal infec- 
tion, I beg to say that point is not proven. We certainly have more than we 
should have. I received a letter from a doctor a few days ago in which he re- 
ferred to three deaths from puerperal sepsis caused by midwives in Chicago, and 
all of them used douches. I also received another letter from’ a doctor in which 
he stated that he was taking care of a case of puerperal fever at present; a mid- 
wife had confined the woman, and in mixing the water for a douche she had used 
water in an ordinary dishpan. 

Years ago Oliver Wendell Holmes brought up the question of why some doc- 
tors had cases of puerperal infection and others had not. Fully 40 per cent. of 
one man’s patients died of puerperal infection. He was worried. He began to 
investigate the cause of these deaths. He abandoned everything practically that 
he had been wearing or using. He bought new clothes, new gloves, a new harness 
for his horse, and not until he changed his lines did his infection cease. He had 
not been using an aseptic technic, which was not known at that time. 
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CESAREAN SECTION.* 
E. C. Franine, M.D. 
GALESBURG, ILL. 

To the procedure of removing the fetus through the abdominal wall 
of a pregnant woman was given by Pliny the name of Cesarean section, 
from cedere, to cut, and not from the name Cesar. It has been both 
affirmed and denied that Cwsar was born by this method, but upon this 
point there is no authenticity. Scipio Africanus and Manilius were 
delivered per abdominalis. 

In the Roman days a pregnant woman was not allowed to be buried 
until the fetus was removed, and when the operation was done at death 
or immediately following many babies were saved. There is no authentic 
case of this operation being performed on a live woman until the year 
1500, when, after thirteen midwives and barbers had exhausted them- 
selves, a butcher delivered the baby through the abdominal wall of his 
wife. He made no attempt at hemostasis or antisepsis, yet both mother 
and baby recovered. The operation fell into the hands of the barbers 
and was very severely condemned until the latter part of the nineteenth 
century because of the high mortality from shock, hemorrhage and sepsis. 
Trautman, a German physician, was the first doctor to do a Cesarean 
section in 1610. He knew nothing of sepsis and made no attempt to 
suture the uterine wound, as it was supposed by the alternate contractions 
and relaxations the stitches would pull out. Necessarily the mortality 
from hemorrhage and sepsis was high, which naturally enough would 
condemn it, and even as late as Virchow’s day he relates the prosecution 
of a surgeon for doing a Cesarean section on a dying woman to save the 
baby. 

In the nineteenth century the suturing of the uterine wound was 
advocated, but not until 1876, when Porro advised his operation, that of 
amputating the uterus and treating the stump in the abdominal wall, 
was the mortality materially reduced. But it was in 1882, just at the 
dawn of aseptic surgery, which means so much in Cesarean section, were 
the chief encouragements of the operation given by Sanger of Leipsic. 
It was he who demonstrated the necessity of cleanliness, the method of 
incision, the proper hemostasis and the necessity of operating before the 
patient is in a poor condition from other trial procedures. From that 
time to the present the operation has gained favor. To and from this 
operation procedures have been added and subtracted, but the operation 
of to-day is not materially changed from the old classic operation of 
twenty years ago. The operation to-day under favorable circumstances 
is among the highest achievements of modern surgery in decreasing the 
life risk of both mother and child in certain classes of obstetrical cases. 
What will be the limitations of its field only time will tell. But one 
thing is sure, it will remain just as long as the human female is the sub- 
ject of inability to deliver her child per viam naturalis, and, more than 
this, it will entirely supplant craniotomy on the living child and narrow 


* Read before the Fifty-seventh Annual Session of the Illinois State Medical Society, 
May 21-23, 1907. ) 
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very much the field of symphysiotomy and other mutilating operations of 
obstetrics. 

The indications for Cesarean section are either absolute or relative. 
When the child is dead the indication is absolute when the conjugate 
vera is 6 cm. or less, as the procedure for removing the child under these 
conditions is attended with a higher mortality than a Cesarean section ; 
also the indication is absolute with a dead child when the pelvis is ob- 
structed with an unremovable obstruction. With a living and viable 
child the indications are absolute when the mother is moribund, when 
the conjugate vera is 8.5 em. or less, or when the pelvis is obstructed 
with unremovable objects. Since the mortality of the operation has been 
reduced to so small a percentage, many other indications are put in the 
absolute class. To the relative indications belong all other conditions to 
which an alternative of procedure may be chosen, as a moderately con- 
tracted pelvis, eclampsia, placenta previa, tumors, etc. 

Edward Reynolds,’ after a personal experience in 23 Cesarean sections 
with a maternal mortality of nothing and loss of two children, advised 
careful pelvimetry in all primiparas and all multiparas with a previous 
history of difficult labors. In the last week or two of pregnancy of all 
materially contracted pelves, he makes repeated trial examinations of. 
pushing the head down on or into the pelvis to determine as nearly as 
possible the size of the child. In those of which the head seems larger 
than the pelvis after the pains begin, he puts them under anesthesia and 
makes the final trial examination by pushing the head down on or into 
the pelvis. If the head seems much larger than the pelvis, so much so 
that a powerful first stage of labor can not engage the head or be pulled 
through with forceps, then he advised Cesarean section. He thinks the 
eases chosen by that method and operated on early should result in a 
minimum mortality. He lays considerable stress on the consistency of 
the head. If the head is soft and yielding it is a good point on the side 
of Nature; if hard and unyielding it is a point on the side of section. He 
allows symphysiotomy and pubotomy a very narrow limit as compared 
with early Cesarean section, but advises very strongly against late section 
after repeated or especially questionable examinations have been made. 

Veit thinks the mortality in section should be very little in relative 
indications under the proper conditions, early careful pelvimetry and 
diagnosis and very few or no vaginal examinations at the time of opera- 
tion. He had a maternal mortality of one in 13 cases, which was due 
rather to catgut used in the uterine wound. 

E. B. Craigens,? after a personal experience of 9 cases, says craniot- 
omy and embryotomy in a living child with a mother in good condition is 
justifiable only in extreme conditions. He thinks the mother’s life should 
be considered first, but with a maternal mortality of less than 5 per cent. 
under favorable circumstances fetal life should be considered also. Sym- 
physiotomy as compared with Cesarean section, the mother and child be- 
ing in good condition, the latter should always be done with a conjugate 
vera of 7 cm. 


1. American Medicine, Sépt. 28, 1901. 
2. Medical Record, May 4, 1907. 
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C. 8. Ill, reviewing :10 cases of Cesarean section, says it ought to be 
done more often than it is where the child is in danger, since the mother’s 
chances are as good as by any other procedure. 

Everke reports a series of 29 cases of Cesarean section of which 8 
mothers were lost. The children which lived to the time of operation 
were saved, and he advises very strongly against perforation of living 
child unless very strong indications in favor of saving mother’s life. The 
reason of his high mortality was that 7 were eclampsia cases, of which 5 
patients died. 


H. Keither, from Chroback’s clinic, reports a series of 53 cases of 
Cesarean section for various reasons. They operated on all cases with a 
conjugate vera of 6 cm. and in all cases with a generally contracted pelvis 
with a conjugate vera of 7.5 cm. In discussing the modern indications 
for Cesarean section, Galabin thinks that by the advance of modern 
surgery the indications should broaden very much; not only should mark- 
edly contracted pelves be terminated by Cesarean section, but many cases 
of slightly contracted pelves, antepartum hemorrhage and eclampsia also. 

Bar tabulated 170 cases of Cesarean section with a mortality of 6.4 
per cent. Williams collected 172 later cases with a mortality of 3 per 
cent., while Meriwether records a series of 269 cases with a mortality of 
5.1 per cent. The former two series were operated by competent men 
and under favorable circumstances, while the latter was not favorable. 

Barsch thinks that perforation of living child can not always be 
avoided, but cites six interesting cases. First: iii-para with a flat pelvis, 
conjugate vera 6.8 cm.; first labor, perforation, living child; second 
labor, premature induction, dead child; third labor, Cesarean section, 
results good. Second case: generally contracted pelvis, conjugate 7.7; 
first two labors, perforation, living child; third labor, Cesarean section, 
results good. Third case: flat rachitic pelvis, conjugate vera 7.8 cm.; 
first labor, 34 hours, perforation, living child; second labor, extramedian 
symphysiotomy, results good. Fourth case: flat rachitic pelvis, conjugate 
vera 8.5 em.; first labor, spontaneous, three days’ labor; second, three 
days’ labor, child dead ; third labor, three days, spontaneous, child dead ; 
fourth, spontaneous, three days’ labor, child living; sixth, perforation of 
living child after three days’ labor; seventh labor, Cesarean section, re- 
sults good. Fifth case: generally contracted pelvis, conjugate vera 8 
em.; first and second labors, perforation, living child; third labor, in- 
duced prematurely, child alive but died soon; fourth labor, Cesarean sec- 
tion, results good. Sixth case: flat rachitic pelvis, conjugate vera 8 cm.; 
first labor, forceps, child dead; second labor, induced premature, child 
living; third labor, induced premature, child dead; fourth labor, abor- 
tion; fifth labor, induced, child dead; sixth labor, spontaneous, prema- 
ture child, alive; seventh, perforation; eighth, Cesarean section, results 
good. 


DeLee* thinks Cesarean section should be more often resorted to even 
in slightly contracted pelvis. 


3. British Medical Journal, 1902. 
4. Practical Medicine Series, April, 1904. 
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Daniels advises section in pelvic exostosis unless they are of such in- 
significance that there would be very little question of delivery of living 
child. 

Wolf, after considering the treatment of 297 cases of contracted pel- 
vis, concludes that after all the progress has been made in Cesarean sec- 
tion and symphysiotomy they have not altogether replaced high forceps, 
prophylactic version and perforation, although they are lessened. 

R. Jardine reports a case with a conjugate of 5.5 cm., in which it was 
necessary to deliver a three-pound baby with a crotchet. He thinks 
Cesarean section should have been done. Another case of a woman with a 
large pelvis, the head would not enter on account of muscular impedi- 
ment. Craniotomy was chosen because of infection, otherwise section 
would have been done. He reports three other cases in which Cesarean 
section was done. The first a rachitic dwarf with a conjugate vera of 6. 
The second the same, with conjugate vera of 4 cm., and the third, a 
diameter of 7 cm. All the mothers and children lived except one child, 
which was dead before operation. 

Henkel, at the Frauenklinik, reports 66 cases of labor in women 
with contracted pelvis with a conjugate diagonal of from 7 to 11. No 
woman was confined less than three times, a total of 286 confinements. 
In the first labor no living child was born through a conjugate diagonal 
of less than 9.7 cm., regardless of operation used. Several spontaneous 
deliveries occurred per pelvis with a conjugate diagonal of 10.5 em.; the 
forceps were fatal to all children if applied to head before engagement 
into contracted pelvis. Subsequent labors gave better results, but no 
child was born through a conjugate diagonal of less than 9 cm. In sub- 
sequent pregnancy of the same women section was resorted to with better 
results. He advises section in preference to prematurely induced labor. 
but that it should be performed only under favorable circumstances. 

Pobedinsky prematurely induced labor 53 times for contracted pelvis. 
In one case of conjugate vera of 7 cm. pregnancy was twice terminated 
prematurely without success, but the third was successful after section. 
He also reports 15 cases with conjugate vera between 7 and 8 em. Eight 
of the children died. Four spontaneous labors, ten versions and one for- 
ceps, one rupture of uterus, two cases with conjugate vera above 9 cm., 
both mother and child lived. 

A. Sandstein, in British Medical Journal, in speaking of symphysiot- 
omy, gives a minimum of about 7.3 cm. for the conjugate yera. The 
pubes in symphysiotomy can be separated but 6 cm., giving an increase 
in the true conjugate of but little more than 1 em.; that would be the 
smallest possible measurement through which a baby could be delivered 
with safety to itself and mother. 

Charles Jewett, in speaking of symphysiotomy as contrasted with 
Cesarean section, says: First, that symphysiotomy is still a useful opera- 
tion within a limited range of pelvic contractions. Second, it is suited 
only to conditions in which the pelvis needs only a small additional space. 
Third, it is a valuable resource where forceps unexpectedly fails. Fourth, 
axis traction forceps should always be tried before resorting to sym- 
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physiotomy. Fifth, its results would be much improved if its field was 
limited to pelves whose contraction was not less than 7.5 in flat and 9 
em. in generally contracted cases. Sixth, under equally favorable condi- 
tions its total mortality should not be greater than Cesarean section in 
presence of exhaustion. Eighth, it may be elected in place of Cesarean 
section where it can be assumed that the obstruction is well within its 
limits, and then the choice is left to the operator. Ninth, symphysiotomy 
within its proper field is to be preferred to Cesarean section by the opera- 
tor with little experience in abdominal surgery. 

Reynolds® says the inconvenience and high mortality rate of symphysi- 
otomy render it distinctly inferior to section as an operation of choice. 
but as compared with craniotomy or prolonged high forceps without cra- 
niotomy involves almost no risk to patient. Reynolds, therefore, believes 
it to be the operation indicated where Cesarean section is ruled out or in 
cases where the added space will make it probable for a living child. 

Much is said-for and against Cesarean section in cases of placenta 
preevia. 

Hartel tabulated 123 cases of placenta previa with a death of 12 
mothers, 9.7 per cent., two of whom died from other causes than the 
placenta previa, leaving a maternal mortality of 8.1 per cent. Of the 124 
babies, because of twins, only 32 were born alive. of whom 5 died soon 
after. 


Medle states that in Waldenberg’s 112 placenta previa cases 5 per 


cent. had infection and 15 per cent. of the mothers died at or soon after 
labor; child mortality was not mentioned. 

R. P. R. Lyle’ reports from the Rotunda that there were 74 cases of 
placenta previa between 1889 and 1899 with but four maternal deaths. 
Two of these had been treated by ignorant midwives and, of course, were 
infected. Twenty-eight of the cases were at full term, of which 15 babies 
lived, while only 13 of the others lived. 

F. A. Higgens® records 75 cases of placenta previa, 56 of which were 
treated in hospital wards and 19 at patients’ homes. Of the 56 mothers, 
6 died and of the 19 two died, a death rate of 10.5 per cent. Quoting 
from the same author, the treatment of placenta previa by Cesarean sec- 
tion can show no good results. It can not be compared with the same 
operation when performed for other things, as the condition of the mother 
is worse. With the greatest care and skill the mortality in Cesarean sec- 
tion will run about 10 per cent. The child mortality in placenta previa 
is very high, 50 to 60 per cent., and will remain so unless the percentage 
of premature births, now 62 per cent., can be reduced. He concludes 
that the results of Cesarean section and the operative treatment for pla- 
centa previa are about the same, but that Cesarean section would be done 
under most unfavorable circumstances and the results attended with a 
higher mortality. Werning reports 50 cases of placenta previa operated 
by different methods by experts with a mortality of only 4 per cent. 

. American Medicine, Sept. 28, 1901. 


. British Medical Journal, March 6, 1901. 
. Boston Medical Journal, Jan. 2, 1902. 
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Elernfest® emphatically opposes Cesarean section for placenta previa 
and disagrees with Ford, Dudley and others that Cesarean section is a 
comparatively safe operation, while that of placenta previa has a higher 
mortality. He draws the following conclusions: First, the results of 
Cesarean section are worse than stated; second, the results by the usual 
treatment of placenta previa are better than usually stated ; third, there 
is every reason to believe that the results of Cesarean section for placenta 
previa will be much worse than the classic operation; fourth, Porro’s 
operation may be performed in the majority of cases ; fifth, Cesarean sec- 
tion for placenta previa does not promise to reduce the child mortality 
much ; sixth, the most promising treatment for placenta preevia is either 
to pack the vagina tightly and thereby arrest the hemorrhage and hurry 
up labor or to dilate the cervical canal and perform bipolar version. 

F. D. Dorman’ had ten deaths in a series of 84 eases of placenta 
previa; seven died from shock and hemorrhage, one from eclampsia and 
two from sepsis. 

F. D. Donahue did a successful Cesarean section in a case of placenta 
previa and advises it in placenta previa centralis, placenta previa with 
rigid os, transverse presentation with placenta previa and in placenta 
previa where the cord prolapses and bothers. 

J. B. DeLee,” after a personal experience of 30 cases, thinks there 
should be no deaths in uncomplicated cases of placenta previa when 
treated by the usual way. 

Higgens* details 6 cases of placenta previa with death of one mother 
and five children. 

Chauncy D. Palmer** recommends Cesarean section when the os is 
rigid and closed. 

Hammer* tabulates 107 cases of placenta previa; mortality, mothers 
7.4 per cent., children, 54.2 per cent. 

H. F. Lewis** thinks the treatment in placenta previa should be di- 
rected toward saving the mother, since the fetal mortality is 69.74 per 
cent. He considers the maternal mortality at 10 per cent. to 20 per cent. 

John F. Morgan** collected 24 cases of Cesarean section for placenta 
previa by 21 different operators. Fourteen of them were the Sanger, 7 
Porro and 3 not mentioned. The majority were emergency and very 
unfavorable from repeated hemorrhage and where other methods failed. 
Five mothers and 13 children died, 10.8 per cent. and 54.3 per cent., 
respectively; 8 of these children were dead or non-viable and 5 died 
shortly. He thinks both these mortalities would be greatly reduced if 
proper selection could be made. 

DeLee, in commenting on it, thinks the obstetrician or surgeon should 
not get excited when he sees a flow of blood in placenta previa and rush 
for the knife, but should keep his mental equilibrium and know obstet- 
9, American Medicine, Jan. 11, 1902. 

. Medical Record, 1902. 

. American Gynecology, August, 1902. 

. Boston Medical and Surgical, January, 1903. 

. Journal Obstetrics, March, 1903. 

. Miinchener med. Wochenschrift, Sept. 1, 1903. 


5. Illinois Medical Journal, October, 1904. 
Journal American Medical Association, Nov. 12 
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rical resources and trust more to the colpeurynter and Braxton Hicks. 
He is, however, convinced that abdominal section for placenta previa 
has a place in primipara with closed os and under favorable conditions. 

W. A. Briggs’ reports 4 cases of placenta previa, two treated by the 
usual way and two by Cesarean section. He does not mention the fate 
of the children by the usual methods, but saved one mother. By the ab- 
dominal method both mothers and children were saved. His conclusions 
are thus: In cases of central placenta previa the Siinger type should be 
done at the greater viability of child compatible with the least danger to 
mother. In emergency cases, if patient is not too exsanguinated and 
with a sufficiently experienced operator, the Singer should be done, but 
if the uterus is infected, the Porro; in undilated and undilatable cervix, 
obstructive tumors and contracted pelvis and in cases of lateral placenta 
with uncontrollable hemorrhage. 

Considerable has been said about Cesarean section for eclampsia, but, 
as on other points, no definite procedures are settled upon. 

Herzfeld, from Weischelbaum Pathologic Institute, reports 463 cases 
of eclampsia with 81 deaths, a percentage of 17.5. He lays much stress 
on prophylactic treatment. Goedecker reports from Ohlshausen’s clinic 
403 cases of eclampsia with a mortality of 14.36 per cent. and about 50 
per cent. child mortality. Ahlfeld thinks Cesarean section in eclampsia 
should be reserved to cases with a living child and a hopeless mother. 
Strausman is convinced that Cesarean section in eclampsia is destined 
to have an important place and reports a successful case which surely 
would have died under any other treatment. 

Naegel thinks Cesarean section in eclampsia allowable only when the 
child is alive and the mother in a precarious condition, when delivery 
can not be accomplished any other way. 

Scheiber saw 23 cases which had convulsions before labor and 85 
which began during labor. Sixteen of the 23 ceased with delivery, 4 
continued after and 3 were never delivered. Of the 85, 47 ceased with 
delivery, while 38 continued. Herman collected 38 cases from a London 
hospital, of which 20 recovered and 18 died. Eighteen had no convul- 
sions after delivery. 

Veit considers Cesarean section in eclampsia only: where the os is 
rigid and completely closed. The indications for Cesarean section, ac- 
cording to Lowenstein, varies with different authors. Quoting him, 
Mueller and Ahlfeld permit Cesarean section only with live child and 
mother hopeless. Ohlshausen thinks it is demanded in eclampsia where 
labor does not progress. 

Lowenstein reports three cases of severe eclampsia upon which he did 
Cesarean section. The three mothers and two babies died. 

H. A. Van Guerard reports a Cesarean section on an eclamptic pri- 
mipara with fatal results. 

Jahreiss says that when eclampsia shows itself at the beginning of 
labor two procedures present themselves: Cesarean section and colpeury- 
sis, favoring the latter especially for the practitioner. 


17. Journal American Medical Association, May 12, 1906. 
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Ayers’* reserves Cesarean section only for live baby and dying mother. 

Bumm, a German, had 30 per cent. mortality in 90 cases by the use of 
morphin, chloroform and chloral hydrate, and 8 per cent. in 24 more, on 
? of which he did the vaginal Cesarean section with good results. 

Ahlfeld prefers the Singer operation to vaginal Cesarean section. 
Sinteuis would rather lose the child and save the mother than do Cesarean 
section. 

Hammerschlag, in 4 cases of vaginal Cesarean section by the Bumm 
method, had 2 deaths. He reports 21 cases by the same method with 
mortality of 42 per cent. He gives a series of 34 by the abdominal meth- 
od, mortality 55 per cent. 

This concludes the most important literature in general on the indi- 
cations for Cesarean section other than a few individual cases. From the 
diversities of opinion contained in this literature one is left very much 
bemuddled as to the indications for Cesarean section. 

That Cesarean section is a recognized treatment of the highest type 
in surgical obstetrics can not be denied. And that its indications will 
broaden and the operation become more general is a certainty. To ac- 
quire the exalted position of motherhood is the most cherished and noblest 
thought of the best women, and especially is this so of our physically de- 
formed, because of a peculiar character acquired from their conditions. 

Before the days of Porro and Siinger the prospects of the children of 
these women were very gloomy and not very pleasant for the mother. 
But our modern results come to these people like a pardon to a con- 
demned man. If this be the verdict after the conclusions in the study of 
this subject, then why the difference in opinions on the indications for 
Cesarean section? The answer is for two reasons: First, the introduc- 
tion into the medical profession of new ideas has two sides, the conserva- 
tivist and the radicalist; secondly, the operation is too young for ripe 
opinion. Yet, after considering all the literature on’ the subject and 
noting the report of such a large number of cases, one is justified in 
forming deductions and conclusions at least for a guide in his own ac- 
tions. 

After considering the literature upon Cesarean section, I have arrived 
at the following conclusions: 

First.—Practice pelvimetry on all primipare. 

Second.—Do pelvimetry on all multipare who have given a history of 
difficult labors. 

Third.—In all cases of flat rachitic pelvis with true conjugate of 8.5 
em. or less prepare for and do Cesarean section. 

Fourth.—All cases with true conjugate between 8 and 8.5 cm. must 
be looked upon as probable Cesarean section. Allow your patient to go 
to term and to labor. Prepare patient as thoroughly as you would for 
surgical operation and make vaginal examination for correct position, 
ete. Make no more examinations until patient has been in actual labor 
four hours, when, unless the head has made a decided attempt to enter 
the pelvis, do a Cesarean section. If the head enters the pelvis, but is 


18. New York Medical Journal, May 23, 1903. 
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later arrested, choose between forceps, symphysiotomy and Cesarean sec- 
tion. 

Fifth—aAll cases with a true conjugate between 8.5 cm. and 9.5 cm. 
should be considered as possible Cesarean section and the same procedure 
may be instituted as in Conclusion 4. 

Sixth.—The fetal mortality is so high in prematurely induced labors 
that it is totally unwarranted as compared with Cesarean section unless 
the latter is especially contraindicated. 

Seventh.—The fact that the maternal mortality in Cesarean sec- 
tion is not greater than by any other method of treatment, and that 
of the child mortality is much reduced by the former, the interest of 
the child will force us to honor Cesarean section more often, in the treat- 
ment of placenta previa than at present. 

Eighth.—In all cases of placenta previa centralis or with rigid os, 
unless special indications to the contrary should be absolute, indications 
for Cesarean section in favor of the child. 

Ninth.—In all cases of placenta previa have the patient under the 
best conditions and ready for any operation. Begin the treatment by the 
expectant method, and the moment the conditions arise which threaten 
either the mother’s or the child’s life which can not be controlled by any 
other method, do abdominal section, unless the mother is in a weakened 
condition and. she can be saved by extracting a live or dead child by for- 
ceps or version. 


Tenth.—Never do abdominal Cesarean section on an eclamptic unless 
she has a considerably contracted or obstructed pelvis or to save a live 
‘child from a dying woman. 

Eleventh.—The classic Singer operation should be done in all cases 
except in tuberculosis, malignancy, tumors or sepsis, in which hysterec- 
tomy is the operation of choice. 


DISCUSSION. 

Dr. Denslow Lewis, of Chicago:—I am pleased to have heard this paper which 
has to do with Cesarean section, because it tends to popularize the operation. 
For years there has been on the part of the medical profession an abject fear of 
this operation. Men and women practitioners have thought they must do every- 
thing else first; they would press on tne uterus, try forceps of different kinds, 
give ergot perhaps, and often exhaust or infect the patient. That is the reason 
there has been such a large mortality from this operation in the past. As a mat- 
ter of fact, the time has now arrived when we consider Cesarean section, like any 
other emergency operation, one that the surgeon can do as easily as he can ampu- 
tate a leg. In crushing injuries of the extremity, in strangulated hernia and in 
other emergencies that occur in every-day work, no one hesitates to operate, and 
the consequence is that the patient’s life is saved. In our obstetric work we 
should realize that we may do a Cesarean section equally well; indeed, it is our 
duty to operate, with the hope of delivering a living child and a child that is 
likely to continue to live when the mother is in jeopardy or it seems probable 
that the birth can not safely occur through the natural passages. The relative 
indications should be forgotten. The fact that the conjugate measures so 
much or so little is unimportant. This operation is a safe one, a successful one, 
and one that can be done and should be done even by the inexperienced rather 
than let a woman die from neglect, as is always the case when there is unnecessary 
delay. For that reason it should be considered early in suitable, cases, and its 
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performance should not be postponed until the woman has become infected or 
thoroughly exhausted, because we know that when done in time it almost invari- 
ably proves, as statistics show, a life-saving operation for both mother and child. 
Dr, William H. Maley, of Galesburg:—I was very much interested in Dr. 
Franing’s paper. I know he has given this subject a great deal of study, and it is 
only his modesty that has prevented him from giving reports of cases. He has 
had wonderful success with this operation, and I am sure that if we-could have 
listened to the entire paper we would find a very valuable collection of statistics. 
He has handled the subject of doing this operation in a skilful manner, and he 
has demonstrated its great utility to the satisfaction of a great many of his 
brother practitioners in his city, and, coming, as it does, from him in a rather 
remote place like Galesburg, probably not as much attention will be paid to it as 
if the subject had been brought before the society by a physician in one of our 
larger cities. I am sure that when we come to study the paper, when it is. pub- 
lished in full in the ILLINOIS MEDICAL JOURNAL, we shall be greatly benefited. 
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CHICAGO, 

The subject of pelvic infection is a broad one and has an importance 
second to none in the field of gynecology. The anatomical relations of 
the genital tract to the alimentary tract, the physiologic process of coitis,, 
menstruation and child bearing, the abuses to which the pelvic organs are 
subjected to gratify the sexual instinct and yet avoid the responsibilities 
of child bearing by means of preventing conception or destruction of the 
fetus, all furnish predisposing causes that make these organs the most 
frequent site for the implantation and development of infection. 

The reaction to this infection, called inflammation, often saves the 
life of the patient, but in doing so causes much local and general distress 
and not infrequently destroys the pelvic organs, and the resulting adhe- 
sions may later be the cause of death. The frequency of the occurrence 
of inflammatory reaction in the intra-pelvic organs and their being non- 
essential to life, has rendered them subject to much radical operating. 
Their important bearing upon the happiness and possible health of the 
patient, and the essential relations they bear to the reproductive function, 
call for the greatest consideration in relation to conservative treatment, 
and yet the saving of these organs is true conservatism only when it 
conserves the life and health of the patient. 

The course to be pursued in a given case will many times be illu- 
minated by remembering that the infection is the process at war with 
our patient, the inflammation represents the work of the soldiers fight- 
ing for her life. Our treatment in acute infection should look toward 
removing infection and not removing inflammation. It should have in 


* Read before the Fifty-Seventh Annual Session of the Illinois Medical Society, 
May 21-23, 1907. 
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mind the strengthening of the opposing forces and the weakening of the 
invading army. ‘The patient does not die from inflammation of the 
uterus, tube or ovary or peritoneum, but from the infection that the in- 
flammation is unable to combat. What need of removing an acutely 
inflamed tube, ovary or uterus, except as in doing so we remove the 
source of infection? When the warfare is over and the leucocytes have 
conquered, our work is to clear up the field of that which is detrimental 
to the health of the individual; the diseased tube is removed, the thick- 
ened enlarged ovary resected or removed, adhesions broken up, the uterus 
replaced, ete. But while the battle is progressing we weaken the forces 
of the enemy by cleansing and draining. Oftentimes the leucocytes con- 
quer easily if drainage affords a ready means of carrying off poisonous 
products. Now and then we serve the best interests of the patient by 
the removal of an organ which is the source of the infection. But this 
should be done, if during the acute stage, with the distinct view of 
removing infection rather than inflammation. We sometimes hear it 
said that a patient dies of peritonitis. I wish to emphasize the fact 
well known to the bacteriologist that the patient dies of infection in 
spite of the protective efforts of the peritoneum. 

Many of our modern text-books treat of inflammation as a disease 
and many times the term infection is spoken of as of importance as a 
cause of inflammation. Some speak of infection as lighting up an in- 
flammation, and then speak of the extension of the inflammation from 
the tubes to the peritoneum, from the local peritoneum to the general 
peritoneum, as though an inflammation had inherent power of exten- 
sion. The protective function of the inflammation is perhaps nowhere 
seen to better advantage than in the typical pus tube, where the inflam- 
mation endeavors to close the tubes, thicken their walls and pour out 
leucocytes to shut in and overcome infection. This is also well seen 
in local peritonitis. The primary function of protection is just as truly 
exhibited in a general peritonitis, but oftentimes fails because of the 
extended area of infection with overwhelming absorption. 

Our present conception is not that an infection bears the relation 
to pelvic inflammation that a match does to a fire, but that it bears 
the relation that a fire does to the fire department. Just as the fire 
calls out the fire department, so infection calls out the phagocytes. Just 
as the firemen are sometimes destructive, so inflammation, the opponent 
to infection, is sometimes injurious to certain structures. But just as 
the fireman’s primary duty is to save, so the inflammation is primarily 
a protective process. I have laid some stress upon this phase of the ques- 
tion, because its recognition gives us the only correct conception of the 
pathology and treatment. This conception of the protective influence 
of the inflammatory process toward the individual obtains so long as 
the field of action lies in organs non-essential to life. When vital struc- 
tures become the seat of this primarily protective process the inflam- 
mation itself may help to destroy life. 


The isolation and identification of numbers of germs have given us 
a new conception of the relations of infection and inflammation. The 
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recognition of the tubercle bacillus, the gonococcus, the streptococcus, 
the staphylococcus, the colon bacillus and many other germs fixes the 
responsibility for much of the pelvic pathology in women. 

The genital tract is undoubtedly most frequently involved through 
an ascending infection from without. This infection may reach the 
parametrium by direct extension along the mucous membrane, or through 
the tissues by means of the lymphatics or veins. Not infrequently the 
pelvic organs become infected from the peritoneum or bowel. They may 
become infected through the blood or lymph channels. Now and then 
a case is infected by direct extension of a destructive process in the hip 
joint, and vice versa. 

Acute inflammatory reactions are more often the result of the intro- 
duction of or lighting up of bacteria at childbirth, during an abortion, 
trauma or operative procedure, or during some of the infectious fevers. 
The gonococcus is frequently able to provoke an inflammatory reaction 
when none of the above predisposing causes are present. Fortunately 
the gonococcus is seldom conveyed from one to another in other than 
sexual sources. It thrives upon illicit intercourse. One or two genera- 
tions of one husband cleaving to one wife and the gonococcus would be 
without a home. Or perhaps, to be more correct, the homes would be 
without a gonococcus. 

When Noeggerath in his prophetic papers in 1872 and later in 1876, 
before the first meeting of the American Gynecological Society, pointed 
out the evils of “latent gonorrhea,” his teachings, based upon careful 
observation, were met with doubt and disfavor. It took the clarifying 
influence of Neisser’s microscope and Tate’s scalpel to prove to the 
profession what Noeggerath had taught. Following this, all inflamma- 
tions in cellular tubes were said to have their origin in the tubes, and 
postoperative and puerperal infections are due to the streptococcus and 
all pus tubes were said to be of gonorrheal origin. This we believe now 
not to be true. The gonococcus is responsible for a large percentage 
of non-puerperal and non-operative infections, and not infrequently it 
is the cause of puerperal and postoperative infections, but the severe 
postoperative and puerperal infections are due to the streptococcus and 
staphylococcus. 

Kroenig produced pure cultures of the gonococcus from’ the secre- 
tions from the cavity of the uterus in nine cases. Von Franqué has 
found a pure culture of the colon bacillus in the uterus. Pasteur in 
1880 first demonstrated the streptococcus in the organs of a woman 
who had died of puerperal fever. Breger was the first to demonstrate 
the staphylococcus in a case of fatal puerperal infection. Heggler soon 
called attention to the fact that the staphylococcus usually causes a less 
fatal form of puerperal infection. These observations have been abun- 
dantly verified by able investigators and meet with general approval at 
the present time. 

Doederlein, 1887 (Arch. f. Gyn., Vol. XL, 1891), reports an epi- 
demic of puerperal fever in which staphylococci and streptococci were 
both demonstrated. A question that has been of intense interest in re- 
lation to pelvic infection is “may the infecting bacteria be contained 
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within the genital tract and take on activity after operation, abortion or 
delivery, or must they be introduced?” Time will not permit the in- 
troduction of evidence on this question pro and con except in a very 
brief way. Williams discusses this subject very thoroughly and gives a 
résumé of the work of different authors in the American Gynecological 
Transactions, 1898. Here he is inclined to believe with Kroenig that 
his former observations, as well as those of Doederlein, Winter, Steffek, 
Berguburu, Witte, Burkhardt and others, who found pathogenic bac- 
teria in the vaginal secretions, were due to faulty technic. With an im- 
proved technic which obviated contamination, pathogenic bacteria were 
not found, and, therefore, with Kroenig and Goener, he believes that 
auto-infection from this source is impossible; that when pathogenic 
bacteria are found in the puerperal uterus they have been introduced 
from without. He makes an exception incriminating the gonococcus, 
saying that this germ is found in the vaginal secretion and may extend 
from the cervix into the uterus and tubes during the puerperium. 
“Death,” he says, “from puerperal infection is always due to infection 
from without and is usually due to neglect of aseptic precautions on 
the part of the physician or nurse.” “Vaginal douches,” he says further, 
“are not necessary and are probably harmful.” 


The last word on this subject has not been spoken. When we think 
of the possibility of a woman at labor having already an infection; when 
we think of the variability of the strength of the different infections; 
when we think of the possibility of a pus tube rupturing during deliv- 
ery, of colon bacilli passing through the walls of the intestines, of the 
pelvic organs being infected from the appendix, we are impressed with 
the importance of remembering the exceptions to the above statement, be 
they ever so rare. When, however, we observe how rarely puerperal in- 
fection follows clean obstetrics, and how commonly it follows unclean 
obstetrics, when we compare the almost perfect results in well equipped 
maternity hospitals to-day with the appalling results previous to the 
aseptic period, we are impressed with the fact that the obstetrician 
should not seek too much consolation from the theory of auto-infection. 

With the onset of infection we should remember that it is the infec- 
tion which will kill the patient if death follows; that it is the inflam- 
matory reaction that saves the patient if she lives. If no inflammatory 
reaction resulted the bacteria would overrun the body as they would a 
culture tube. No surgical operation would be safe without the bacteri- 
cidal properties of the blood. An infection may provoke an inflam- 
matory reaction in any portion of the vaginal wall, in any portion of 
the uterus, tubes, ovaries, urethra, bladder, cellular tissue, peritoneum, 
bowel wall or appendix. This may result in an exudate or it may result 
in pus formation. 


When an inflammatory reaction walls off a certain area more or 
less completely, the infection may break through the wall and do further 
damage by reason of the virulence of the infection or the weakness of 
its resisting forces. The infective material under pressure will have 
much to do with its extending through the wall. If we can furnish a 
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ready outlet the bacteria and their products will pass in the direction 
of least resistance and their forces will be weakened. 

The puerperal period, including abortion, is fraught with increased 
dangers, first, because of the increased opportunities for the introduc- 
tion of infection, and secord, because of the altered conditions found. 
The uterus, instead of being small, with its avenues for infection closed 
and cells healthy, is large and soft, with the avenues for infection open 
and many cells traumatized and degenerated, which furnishes a fertile 
culture medium. With the onset of puerperal infection we had best see 
that the uterus is free from foreign material. It should then be made 
as near as possible the size and consistence of the non-puerperal uterus. 
Ergot at once reduces its size and closes many avenues. One or more 
intrauterine douches may be given. Good authorities advise against 
intrauterine douches, while others recommend the single, interrupted, or 
continuous irrigation of the uterus. 

For years I have used a solution of tincture of iodin, one teaspoonful 
to a pint of water, after infected abortion or delivery. The curette or 
forceps or finger is used to rid the uterus of foreign material, but not to 
attack the wall of an infected, acutely inflamed uterus. Sometimes hys- 
terectomy is performed during acute active infection, but when this is 
done it should be with the distinct view of removing the infection in the 
uterine wall, rather than getting rid of an inflamed uterus. If the in- 
fection has invaded structures extensively outside the uterus, and if the 
patient is generally septic, we should fear lest the hysterectomy do harm 
rather than good. If we can determine that the infection will be largely 
removed by the removal of the uterus, and the patient’s condition is 
such as to warrant so radical an operation, yet such as to enable her to 
undergo so extensive a one, hysterectomy may be permissible. 

Nuclein and yeast have been given to increase leucocytosis, that a 
more effectual inflammatory reaction may be expected. The anti-strep- 
tococcus serum has been used, but this is still upon trial. Any localized 
inflammatory mass or abscess signifies infection within its borders and 
should be drained to prevent extension of the infection, and thereby we 
aid the inflammatory process. 

Tubal infections are likened by some to appendiceal infections, but 
important differences exist. Appendiceal infection is often a mixed in- 
fection, containing virulent bacteria, which spread before a limiting 
wall of inflammation can be formed, and cause death. Tubal infection 
is frequently of gonorrheal origin and tends to progress more slowly and 
provoke a limiting wall of inflammation, which saves the patient’s life 
but often destroys the tube. Occasionally the general peritoneal cavity 
is infected by the gonococcus because of the failure of the local inflam- 
matory reaction. 

The appendix is a useless organ, while the tube is an important one, 
which has an important bearing upon the treatment. 

With the onset of a primary infection of the tubes and ovaries it 
should be treated conservatively to save the tubes if possible. With an 
acute tubal or ovarian trouble of some days’ standing a radical operation 
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is not desirable, for infection will have extended beyond the tube. The 
limiting wall of inflammation will be broken down and some deaths will 
result. To save the patient’s life or to shorten convalescence a drainage 
may be done by opening the abscess through the vagina or wherever it 
is most easily reached and drained. This aids rather than destroys the 
limiting process. 

Chronic pus tubes should be removed radically through the supra- 
pubic incision. With the onset of an acute attack of infection in old pus 
tubes an immediate radical operation may be performed. But should 
this be delayed until infection is distributed beyond the tube, drainage 
should again be chosen as the safer operation, if operation is required, 
and the radical operation should be done later. Two safe operations 
are to be chosen rather than one dangerous one. 

Pus around the vagina, bladder, in the connective tissue or peritoneal 
cavity should be drained whenéver found. Occasionally the radical re- 
moval of an acute pus tube may be advisable when it is pouring infec- 
tion into the general peritoneal cavity. But we should always have in 
mind that we are removing it because it is the source of infection and 
not because it is inflamed. Occasionally also the pelvis may contain 
many areas of infection, so that drainage would affect only a part of 
the sources of the infection and a radical operation be called for during 
the acute attack. 

THE RADICAL OPERATION, 


The dangers of a radical operation are slight if this is done during 
the quiescent stage. But there is even then the danger of distributing 
infection in some cases. This danger is greatly increased during the 
acute or subacute stage. Adhesions and degeneration of the walls of the 
bowel, bladder or ureter may cause one of these organs to be opened, 
tearing of adhesions and the peritoneum and the breaking down of de- 
generated tissue may cause hemorrhage. To avoid these evils a fairly 
good sized opening should be made. One 3% to 4 inches is usually 
sufficient. The abdominal contents should be carefully walled off from 
the pelvis before any efforts are made to separate along the lines of cleav- 
age. The fundus of the uterus and the uterine ends of the tubes now 
present. The abdominal end of the tube and the ovary lie in the 
posterior cul-de-sac. The usual method consists in separating the tube 
from adherent structures and bringing it up before tying it off. The 
force that is necessary to work the fingers under the tube and separate 
it will frequently rupture the pus sac in the tube or ovary and dis- 
tribute infection. While a chronic pus tube is frequently sterile, it is 
highly desirable to get it out intact. A subacute or acutely inflamed 
tube or ovary may be highly infectious and the danger is greatly in- 
creased. By working it out of the pelvis in this way we run great 
risk of tearing structures, opening viscera and causing hemorrhage. 

The plan which I wish to present is to pick the tube up at the 
uterus where it first presents. It is there severed from the uterus by 
means of a V-shaped incision which removes every vestige of the tube. 
As we sever the tube from the broad ligament this is sewed by means 
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of an over-and-over suture. The ovarian artery is caught when the in- 
fundibulo-pelvic ligament is reached. The pus tube and ovary, if de- 
sired, is now severed from its natural attachments to the patient, but still 
lies in the posterior cul-de-sac, attached by adhesions. Now, while the 
covered uterine end is held in a forceps, mild traction is made; at the 
same time, with the finger or gauze, adhesions are pushed down and 
separated from the pus tube until it may be lifted out of the abdomen. 
The work at all times is under the eye. No force is necessary which 
would be likely to rupture the tube. It may nearly always be lifted out 
of the pelvis intact. If at some point a little leakage takes place when 
it is lifted out it is ready to be placed immediately in the specimen 
basin and does not have to be retained to. be severed from its attach- 
ments. This method protects the bowel, the urethra and pelvic wall 
from lacerations in the best possible way. 

There will be less necessity for drainage. The need of drainage will 
be determined in each case by consideration of the acuteness of the 
case, the probability of distribution of infection, the amount of oozing 
and degenerated tissue that will serve as a culture medium for bacteria, 
and injury to or degeneration of visceral walls. 

Should drainage be required, it may best be carried out in some cases 
through the vagina and in others through the abdomen. Should ab- 
dominal drainage be decided upon it is well, in most cases, to make a 
counter opening for drainage at some distance from the abdominal in- 
cision. This materially lessens the chances of the development of a post- 
operation hernia. Should vaginal drainage be decided upon Haggard 
has given us an improved technic in his method of placing the drainage 
in the pelvis through the abdominal incision, closing the abdomen and 
then opening through the cul-de-sac after scrubbing the vagina. 

In conclusion I would say: 

1. Pelvic infection is a destructive process sometimes causing only 
mi!d disturbances and sometimes causing death with or without provok- 
ing a marked inflammatory reaction. 

2. Pelvic inflammation is a protective process which may or may not 
save the life of the patient, according to the inflammatory reaction. 

3. A pelvic inflammation has no power of self-extension, but tends 
rather toward repair. 

4. Puerperal infections are usually due to the introduction of bac- 
teria during or after delivery, but may be caused by the presence of 
germs in the vagina, cervix, pus tube or ovary, appendix, bowel or peri- 
toneum, during delivery or the puerpera. 

5. With the onset of puerperal infection all stitches should usually 
be removed and vagina and uterus determined free from foreign material 
with as little damage to the linings of these organs as possible. 

6. During the acutely active stage of a pelvic infection the patient 
should usually receive non-operative treatment until it may be deter- 
mined that drainage or removal of some organ will remove or decidedly 
lessen the source of infection. Then drainage, removal of the uterus, tube 
or ovary may be indicated. 
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?. The removal of acutely inflamed pelvic organs is not indicated for 
the inflammation per se. 

8. Non-puerperal, non-operative, acute infection is usually but not 
universally of gonorrhea! origin. 

9. An acute primary infection of the tubes and ovaries should be 
treated conservatively in the beginning to save these organs. 

10. During an acute attack of infection, if the patient is not doing 
well, drainage may be performed to hasten the convalescence or save the 
life of the patient. 

11. Chronic pus tubes should be removed. 

12. Immediately upon the lighting up of an acute infection in old 
pus tubes a radical operation may be advised, but should this be delayed 
until infection is distributed through the pelvis, drainage is more de- 
sirable if operation becomes necessary. 

13. Two safe operations are always preferable to one dangerous one. 

14. A radical operation should aim to make the least possible trau- 
matism to tissue that are to be left and cause the least possible distri- 
bution of infected material. 

15. To that end I commend the technic described above of severing 
the tube from its broad ligament and. uterine attachments before a 
forcible effort is made to lift it out of the cul-de-sac. 


DISCUSSION. 


Dr. T. J. Watkins, of Chicago:—Mr. President, this paper covers so much 


ground that it is impossible to discuss it extensively. Dr, Barrett has given us 
an excellent paper. 

In considering infection in the pelvis, one has to remember that intraperito- 
neal infections are somewhat different from infections in other parts of the body. 
The pus usually becomes sterile in one to three weeks, unless a secondary colon 
bacillus infection takes place. In no other part of the body do we get sterile pus 
in any large percentage of cases. 

I disagree with the doctor relative to the drainage of acute ovarian abscesses 
unless they be the subject of a secondary infection. The reason for that is the 
bacteria and the toxins in the abscess are of comparatively little importance as 
compared with the bacteria and toxins that have extended beyond the abscess. 
The removal of such an abscess intact does not shorten or lessen the severity of 
the septic symptoms. Drainage operations very seldom result in cures. In the 
puerperal cases I believe it is bad practice to explore the uterus at all, unless 
there is a positive indication for so doing, and I believe it is conservative to say 
that this positive indication consists in the presence of hemorrhage or the pres- 
ence of an offensive discharge. I believe there is a distinct difference between 
tubal infections and appendiceal infections. We should not confuse the two. In 
one the infection is apt to be of a more severe type than in the other. For in- 
scance, in the appendix the infection is a continuous one; whereas in a pus tube 
the infection is not continuous. The supply is limited. I believe drainage in 
these pus cases should always be vaginal. 

Dr. Henry T. Byford, of Chicago:—The paper covers such a wide range that 
it is impossible to discuss it in detail, and, therefore, I will only touch on one on 
two points. 

First.—With regard to the difference between appendiceal inflammation and 
inflammation of the Fallopian tubes, I think that, in the chronic cases with acute 
exacerbations, there is a similarity, and that the time will come when conserva- 
tism will have a place in the treatment of appendicitis. 

With regard to the method proposed of cutting the uterine end of the tube 
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first in salpingectomy, I will say that there is no one method of operating for all 
cases. The doctor has said that surgeons usually begin by liberating the tube 
and ovary on the outer side. We do that more often because it is easier. We may 
not be able to get at the horns of the uterus in the beginning, and may even have 
to liberate both pus tubes and both ovaries before cutting. I think that the one 
recommended should be considered as one method among others, and the one to 
be pursued is the one which requires experience and knowledge of the exact condi- 
tions present. 

With regard to operation after the acute attack, it has been said that steriliza- 
tion of the pus usually takes place. That is true, and the best time to operate 
is not during the acute attack, but as soon after the attack as the pus has become 
sterile, viz., a short time after the temperature has become normal. The reason 
for operating soon after the acute attack is that there is then not as much organi- 
zation of connective tissue as later, and we can separate the parts with less 
hemorrhage and injury to the surrounding tissues. 

Dr. A. Belcham Keyes, of Chicago:—I wish to compliment Dr. Barrett on the 
wide range of his paper, and I would say that in every case that is prepared for a 
laparotomy preparation should be made both for operation by the abdomen and 
operation by the vagina, as so many times have I seen men operating through the 
abdomen who have been compelled to do work through the vagina, even if only to 
drain by that way, when they had not made preparation for so doing in the first 
place, thus interfering with the prospect of recovery, 

There is another point that I wish to speak of, and that is with reference to 
pus. Pus is pus, and if we will read Koenig’s work on pus in the plevral cavity 
we will convince ourselves most decidedly that it is very hard for us to judge if 
the pus under the naked eye is virulent or sterile. We know that the gonococcus 
does not live very long, and dying early, making it comparatively safe to operate 
in purely gonorrheal cases without drainage, However, I believe that the dictum, 
when we are in doubt as to whether pus is virulent or not, it is a good thing to 
drain. I have followed that practice for many years, and I feel it is important 
to remember that we are unable to judge of the virulence of pus in the individual 
case that we have under operation at the time. ' 

I feel that Dr. Barrett has brought forward many things for our reasoning 
and thought that have been pushed aside by medical societies and considered as 
old matters. But I assure you, if you go over the statistics of deaths from tubal 
disease, you will be utterly astonished to find that the death rate even to-day has 
not been much lessened in the last four or five years under our improved 
technique, although we are making a better showing each year. These small 
points are most important. 

I believe cases of gonococcus infection can be operated on in the acute stage 
witn little or no danger; but can we say the same if it is a mixed infection? I 
have operated on cases of prs tubes with my heart in my mouth, so to speak, 
fearing that the patient would have a general peritonitis, but there was no more 
reaction than there would be in any ordinary clean case, but this proves only our 
inability to judge the character and virulence of the pus. 

One word more. Sterile pus in very large pus tubes is very frequently tuber- 
cular. Hofmeier has called attention to the fact that we did not have true pus 
micro-organisms to deal with in most of these cases, but tubercle bacilli or spores. 

Dr. Barrett (closing the discussion) :—There are very few points I care to 
make in closing the discussion, except to speak of whet Dr. Watkins has said in 
regard to the drainage of acute infections. I tried to make it plain that the acute 
infections should usually be treated non-operatively, if the patient is doing well. 
If the patient is doing badly, going from bad to worse, and the patient’s pelvis is 
full of infection, the patient is going to die in some cases, not in all by any means, 
as the gonorrheal infection will be timited by the inflammation in many cases. 
But sometimes we will save a patient’s life by drainage, whereas a radical opera- 
tion at the time would be unsafe. Drainage is very little tax upon a patient; it 
gets rid of the infection; it can be done usually under local anesthesia, or, if the 
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patient is in a bad condition, so that the anesthesia will be an important element, 
it can be done without any anesthetic and the source of infection got rid of in that 
way. I believe that there will come a time, and not long hence, when there will 
be a tendency to drain these cases of pelvic infection and let the accumulating 
pus out early, not waiting in the acute cases for a chronic condition, with the 
patient having several weeks of invalidism. 

Dr. Byford speaks of the points of similarity between appendicitis and pus 
tube. I do not think there is much disagreement between him and Dr. Watkins. 
There are points of similarity and points of dissimilarity between appendicitis and 
pus tube. One point of dissimilarity is this, that with the onset of an acute 
infection in the tube we are dealing with an organ that is important to some of 
the functions of that patient; whereas with the onset of an acute infection in the 
appendix we are dealing with an organ which, while it might have gotten well 
without an operation, has left the patient none the worse for its removal. An- 
other difference is, an appendiceal infection tends in a percentage of cases to extend 
through the peritoneum without a limiting wall forming and with death follow- 
ing. An acute infection of the tube is most often of gonorrheal origin; the reac- 
tion tends to form a limiting wall, and, therefore, the infection does not cause 
death in so large percentage of cases. Some one has said that an acutely inflamed 
tube may be removed. Yes, an acutely inflamed tube may be removed if gonor- 
rheal infection is present. It is not that the operation is so dangerous in the 
beginning of the gonorrheal infection, but we are dealing with a tube which has 
a function, instead of the appendix, which is functionless, a point we should bear 
in mind. In the primary attack it is well to save the tube if we can. With the 
onset of the acute attack in a chronic pus tube, we will not be able to save the 
tube because it has already been destroyed; it ought to have been removed before 
the attack and may now be removed in the beginning of the attack. If this is 
done we will save the patient much time in convalescence 





HYPEREMESIS DURING PERIOD OF GESTATION.* 
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Nausea, or morning sickness, in its various degrees of intensity has 
been known undoubtedly beyond the memory and recorded history of 
man. .In the severer forms of vomiting the physician’s advice and as- 
sistance has been too often neglected for the comfort of the mother and 
the future welfare of the offspring. . 

Williams, of Johns Hopkins, has given the subject of pernicious 
vomiting in pregnancy a prominent place in his obstetrical investigations 
and contributions to medical literature. Guenoit and Anguetin observed 
the severer forms of hyperemesis, and Oribasius and Paul, of Aegina, 
who seemed not to have realized that they might result fatally, have de- 
scribed them. Some writers have expressed themselves that a sick preg- 
nancy is a safe one. As far as is known Simmons in 1813 seems to have 
been the first to induce abortion for its relief, others following his teach- 
ing and example. 

This procedure was discussed at the Academy of Medicine of Paris 
in March, 1852, when Du Bois and Danyau contended that the treat- 
ment of such cases was not only necessary but instigated in all critical 
cases. Du Bois supported his contention by discussing fourteen cases in 


* Read before the Fifty-Seventh Annual Session of the Illinois Medical Society, 
May 21-23, 1907. 
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his experience, ten of which died without operation, abortion being pro- 
duced in the other four. Only one of the latter recovered. From his 
experience he declared abortion was the reasonable treatment and should 
be conducted before the mother’s condition becomes desperate. 

Indicated under the following conditions: 

1. When vomiting is incessant. 

2. When emaciation is rapid and the patient so weak as to be confined 
to her bed. 

3. When she faints upon the slightest exertion. 

4, When pronounced alterations occur in her features. 

5. When there is marked and continuous fever and an excessive acid- 
ity of the breath which can not be relieved by treatment. 

Gardner stated that pernicious vomiting occurred in 15 per cent. of 
his cases, while Giles, Gerst and Howitz noted 47 4/5 per cent., 66 2/3 
per cent. and 84 per cent. respectively in their cases. 

The last three percentages seem rather high, but we know that some 
practitioners seem to meet with more complicated cases than others; es- 
pecially is this true in a large consultation practice, and then these sta- 
tistics may include mild forms of emesis. Certainly the experience of 
these obstetricians is sufficiently large to demand research in this field 
of medicine. 

ETIOLOGY. 
. Toxemic. a, Intestinal; b, Hepatic; c, Ovarian; d, Renal. 
. Reflex. 
. Neurotic. 
TOXEMIC. 

Intestinal—It is a well known fact that many of the tissue de- 
stroying toxins are produced in the intestinal canal or gastrointestinal 
canal. It demands the careful attention of the physician to learn th« 
exact condition of this tract. The amount and kinds of food digested. 
assimilated and waste products eliminated. In fact a thorough know]- 
edge of dietetics is almost indispensable to the obstetrician. 

One of the earliest theories was that of Mauriceau, contending that 
the cause of vomiting during gestation was humors, brought about by 
the suppressed menstruation. 

Fischl, in 1884, recognized this toxic condition in a woman who had 
been admitted to the hospital. He found a slight fever and a densely 
packed colon. A speedy recovery followed the evacuation of the impacted 
colon. 

Lindeman, in 1892, reported the postmortem findings in patients of 
Solowieffs, death resulting from multiple neuritis, complicated with per- 
nicious vomiting. The histologic findings were those of a parenchy- 
matous neuritis, with fatty degeneration and cloudy swelling of the liver 
and kidneys. As corresponding findings were observed in the fetus, he 
concluded that the same lesions could only be produced in mother and 
child through the circulation of some toxic matter. 

Dirmoser, in 1901, condensed his findings in a monograph, and two 
years later gave his investigations in another paper, attempting to show 
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that women suffering from hyperemesis of pregnancy gave an increase in 
the amount of uric acid skatoxyl, indoxyl, aromatic sulphates, phenols 
and neucleo-albumins; often the abnormal materials, diacetic acid, 
acetone, uribilin and peptone were observed in the urine examinations. 
He then concluded that the taking up of these toxic substances orig- 
nating from the decomposition of the carbohydrates in the stomach and 
the proteids in the intestine, finally circulating in the blood, produced 
neurosis and then emesis followed. 

Ehrlich, disregarding this theory, attempted to prove the cause of 
many of the abnormalities of gestation were brought about by fetal 
matter obtaining direct access to the human blood, which was speedily 
rendered innocuous, and only when large amounts were produced in 
the system was it no longer capable of eliminating such toxins and ac- 
ordingly cystotoxins were formed, these developing lesions in the organs 
)f the mother and in turn causing hemolytic changes in the blood. 

Behm reported to the Berlin Obstetrical Society that he had secured 
zood results in a number of cases of pernicious vomiting by the use of 
opious rectal injections of salt solution, and maintained his experience 
showed the toxic source of the vomiting. He recognized Viets’ syncytio- 
toxic theory wholly and reported the excellent results obtained after the 
ise of saline solutions might be accounted for by concluding that it 
washed out of the blood the toxic material that had secured access, after 
the introduction of increased amounts of fetal substance into the ma- 
ternal blood. 

b. Hepatic—Cases of jaundice and one of acute yellow atrophy have 
been reported and confirmed by autopsy findings. Acute yellow atrophy 
of the liver generally occurs during the second half of pregnancy, partic- 
ilarly after the seventh month, while fatal cases of vomiting are more 
frequent in the first half of the puerperal state. 

Our knowledge of the liver during pregnancy has shown it to be 
subject to abnormal conditions in many instances, as is clearly apparent 
by the occurrence of epidemics of catarrhal jaundice. Within the last 
vundred years many of these epidemics have been reported in which a 
arge number of inhabitants of certain localities were affected with this 
lisease. Under such conditions the jaundice ran its ordinary course 
n men and in non-pregnant women. However, in pregnant women it 
proved remarkably fatal, as more than one-half of the pregnancies ended 
n abortion or premature labor, many of the women dying in coma and 
occasionally in convulsions. The most important of these epidemics are 
those reported by Kercksig in Lindenscheid in 1794, Bardinet in 
Limoges in 1859, Saint Vel in Martinique in 1861, Meunier in Paris in 
1871, Smith in St. Paul, Minn., in 1873. 

In this connection it is well to remember that gestation itself many 
times may be the etiological factor present in the jaundice, being illus- 
trated by the fact that many women suffer with jaundice during each 
pregnancy. It has been reported in a few instances of recurring in from 
four to six successive gestations, being associated frequently with hemo- 
globinemia and hemoglobinuria. There is on record an instance of 
this tendency occurring in two sisters. 
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Other offices of the liver are more or less interfered with during ges- 
tation. Payer pointed out that glycosuria is produced in 80 per cent. 
of all pregnant women. In guinea-pigs a large amount of glycogen has 
been found during gestation, not being so pronounced at other times. 

Pathologists have suggested that the pregnant condition renders more 
difficult the storing of any considerable amount of glycogen, so that 
a large amount of sugar ingested instead of being changed into glycogen 
is thrown off and not accumulated for future use. If this theory is ac- 
curate it accounts in a reasonable manner for the appearance of all ali- 
mentary glycosuria. Since Schmiedeburg and Schroeder pointed out 
that ammonia was a predecessor of urea and was changed into it in the 
liver, it has been taken for granted that any course hindering its com- 
plete oxidation has a tendency to increase the ammonia excreted and a 
like decrease in the urea output. Other investigators have gone farther 
and proved that the real harbinger of urea is ammonia carbonate; which 
by oxidation is converted into urea. 

The natural inference then is that the necrotic areas found in the 
liver hinder complete oxidation of the nitrogenous matter and bring 
about an increase in the ammonia coefficient at the cost of the urea. This 
is analogous to the findings in acute yellow atrophy of the liver and in 
phosphorus poisoning, both presenting a distinct destruction of liver 
tissue, together with a very noticeable increase in the ammonia coefficient. 

However, it is quite likely that the relation between the liver changes 
and the high ammonia coefficient is not direct, and the increased am- 
monia secretion is not essentially a sign of degeneration of the liver 
tissue, but may point to an increased amount of acid products which 
have been freed in the circulation, but the neutralization of these is 
necessary if life is to continue. 

Some authorities believe this condition exists in acute yellow atrophy 
and phosphorus poisoning, also that the explanation of toxemic vomiting 
in pregnancy is thought to be caused by similar conditions. 

We know that in some cases of toxemic emesis during gestation 
there is a distinct interference in metabolism, which is shown by an in- 
crease of the ammonia coefficient. However, it is yet to be proved 
whether the change is brought about by inability of the diseased liver 
to fulfill entire oxidation or if it is an evidence of an acid intoxica- 
tion or some other condition. As yet we are wholly ignorant concern- 
ing the character of the toxic material with which we have to deal, 
whether or not it be derived from the mother or fetus. 

Several years ago a case came under my care in a woman whose 
first pregnancy occurred at about the age of 40. After the sixth month 
of gestation, constipation became very pronounced, with light colored 
stools, a dark colored urine of high specific gravity containing the bile 
derivatives was noted. 

Laxatives and occasional chologogues only partly relieved this condi- 
tion. During the last eight weeks.of her pregnancy she developed a 
pronounced dermatitis over all parts of the body covered by the clothing. 
It was attended with intense itching, the skin was excoriated and bleed- 
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ing from almost constant scratching. Local sedative applications gave 
only partial relief to the irritated and inflamed skin. 

Her labor proved to be an easy one and was quickly terminated. The 
child was extremely icteric and the placenta was stained dark green, show- 
ing large deposits of bile extending even throughout the cord. In a few 
days the itching and inflamed skin assumed its normal state; however, 
at the end of two weeks the patient developed a mild form of abdominal 
ascites, which persisted for some three months. 

My experience has shown that women who become pregnant for the 
first time near the age of 30 and later are more prone to jaundice, con- 
stipation and disturbances of the function of digestion and assimilation 
than those who become pregnant at an early age. In fact, most young 
mothers enjoy good health during and following the period of gesta- 
tion, with the exception, of course, of those who have become infected 
with the specific diseases. 

d. Renal.—Ewing has stated that the conditions producing acute yel- 
low atrophy and eclampsia are manifestations of the same toxemia; how- 
ever, most obstetricians of note have strongly opposed this theory. 

Eclampsia is generally preceded by pronounced pre-eclamptic symp- 
toms, indicating a renal and circulatory disturbance giving a diminished 
amount of urine containing albumen and casts with edema. In per- 
nicious. vomiting the urine is practically normal in quantity until shortly 
before death, this being, of course, in accordance with the amount of 
fluid taken. In hyperemesis, albumen and casts only appear during the 
final period of the affection, while edema is always absent. Chemically 
the amount of nitrogen and urea is markedly decreased in eclampsia, and 
changes in the ammonia coefficient appear only to a small degree. While 
in vomiting the amount of nitrogen may be almost normal, on the other 
hand the ammonia coefficient is high in the majority of cases. 

Pathologically eclampsia gives a lesion of hemorrhagic necrosis ex- 
isting in the portal spaces depending on the thrombotic process in the 
small portal branches, confined at first to the portal spaces; as they en- 
large they extend to the lobules from the periphery toward the center. 
They are so marked that their existence permits of diagnosis of eclampsia 
without a clinical history. The lesions following pernicious vomiting 
are degenerative conditions, commencing about the central vein of the 
lobule, extending slowly toward the periphery. Pathologically the 
changes are distinctly marked, not easily confused one with the other. 

Under the classification of renal lesions, tumors, cysts and tuberculo- 
sis of the kidneys must be taken into consideration, although such cases 
are rare and do not fall within the scope of the practice of every physi- 
cian. 

REFLEX. 

Reflex vomiting may be due to abnormalities existing in the repro- 
ductive tract or ovum, this having taken place before the period of con- 
ception. Reflex hyperemesis may be caused by the following conditions: 

a. Abnormalities of the uterus, particularly displacements. 

b. Cases of endometritis. 
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e. Ovarian tumors. 

d. Abnormalities of the ovum such as hydramnios, hydatidiform mole 
and certain forms of twin pregnancy. 

Reflex emesis was well known among the early obstetricians. Mauri- 
ceau attributed it to sympathetic causes manifested between the stomach 
and uterus, believing direct nervous association existed between the two 
organs. Uterine displacements were first discussed fully by’ Graily 
Hewit pointing out many cases where a prompt replacement of the organ 
relieved the vomiting. He was undoubtedly mistaken when he stated 
that anteflexion had a more pronounced effect on this condition than 
retroflexion. 

Hyperemia of the uterus, its impaction in the pelvis with existing 
adhesions and various inflammatory states of the organ have caused dis- 
turbances of the digestive tract through reflex association. 

Rigidity of the cervix and especially of the internal os have been 
mentioned as causes of pernicious vomiting, but at the present time these 
conditions are not accepted by most authorities. 

Endometritis has undoubtedly been a partial factor in producing 
emesis of the gravid state, particularly if specific inflammations compli- 
cate the pregnancy. 

Ovarian tumors may cause, and quite likely aggravate, the vomiting. 
Several cases have been reported where the removal of small ovarian tu- 
mors has caused the cessation of the existing emesis. The same may be 
said of hydatidiform mole and twin pregnancies. 

These manifestations are not easily explained. The emesis may be 
caused by the increased extension of the uterus or it may be ascribed to 
a toxemic condition due to faulty metabolism either on the part of the 
mother or the child, or the production of excessive amounts of fetal 
excretions in the maternal blood. 


NEUROTIC, 


I believe this form of hyperemesis is often only a manifestation of 
some lesion that must be diagnosed to treat the patient successfully. 

Anguetin and others of the early obstetricians recognized the men- 
tal, moral and neurotic factors as having a distinct influence during 
pregnancy. Others claiming that severe vomiting may be due to neurotic 
or hysterical origin, and it was not until Kaltenbach presented his paper 
before the Berlin Medical Society that general attention was directed to 
this phase of the subject. He claimed that many manifestations of preg- 
nancy of neurotic origin, allied with hysteria, depended on previous con- 
ditions of this character and were only aggravated during gestation. 

A fellow practitioner not long since reported a case observed by him 
that proved to be almost entirely neurotic. A young married woman who 
had been suffering intensely from nausea and emesis with no response 
to medication, was finally induced by the attending physician to enter a 
hospital. It was noticed that she ate very sparingly of the hospital fare 
prescribed. Her nurse became suspicious and during the absence of the 
patient from her room instituted a thorough investigation, which re- 
sulted in the finding of a number of bon-bon boxes. 
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Her physician decided on an operation for dilatation of the cervix. 
Following this operation, with the diet allowed, the vomiting was 
promptly relieved and she completed her term of pregnancy without 
other untoward symptoms. 

SYMPTOMS. 

The gradation between plain morning sickness and hyperemesis is 
gradual and makes it extremely difficult to give a satisfactory definition 
of the affection under discussion. 

We are indebted to Du Bois for the classic picture of this form of 
severe emesis which he divided into three stages. In the first the con- 
stant hyperemesis is associated with dribbling of the saliva, with a quick- 
ening pulse and a highly colored urine. In the second stage the emesis 
hecomes still more intense, emaciation very marked and the breath gives 
forth an unusual acid or fetid odor; as the patient becomes worse there 
may be a slight rise in temperature. The third stage appears with an 
evident cessation of symptoms for a short period, in which the vomiting 
ceases or diminishes. Unfortunately this is of short duration and the 
patient quickly passes into delirium or coma, perhaps with convulsions. 
This condition gives little if any hope of recovery. 

Williams declares the clinical picture given by Du Bois can not 
always be followed at the bedside. 


DIAGNOSIS. 
Pernicious vomiting, as cited previously, should be diagnosed when- 
ever the emesis becomes so severe that the patient is unable to retain 


any considerable amount of nourishment, or has reached a low stage 
of vitality. Very important is the necessity to determine whether or not 
it is of a reflex, neurotic or toxemic variety, which is a pronounced 
factor in the treatment of this affection. 

A careful vaginal examination should be sought to decide if it is 
of uterine origin. An ovarian cyst or a pelvic inflammatory mass may be 
present, while an unproportionate increase in the size of the uterus 
suggests a hydramnois, hydatidiform mole or twin pregnancy. 

An endometritis is exceedingly hard to diagnose positively, but should 
be suspicioned, if a history of this affection before the onset of preg- 
nancy can be obtained. 

When a dark discharge is seen issuing from the cervix a spontaneous 
abortion is to be expected. 

A careful examination of the urine is essential and if possible the 
determination of the ammonia coefficient. Unfortunately this procedure 
requires the services of an efficient chemist and can not always be done 
by the attending physician. 

Williams reports a case which did not seem seriously ill, with an 
ammonia coefficient of 16 per cent., enabling him to make a diagnosis of 
toxemic origin. Forty-eight hours later abortion was performed. At 
this time she showed an ammonia coefficient of 46 per cent. Coma and 
delirium rapidly followed, the patient dying in coma seventy hours after 
operation. 

I wish to emphasize the importance of a careful examination of the 
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urine and stools in all of these cases of hyperemesis. Look for ammonia- 
cal, albuminous and bile products in the urine. In the stools the lack of 
the bile components giving the light colored and perhaps sour stool, with 
the presence of undigested food and fermentation products, speaks for the 
retention of bile. 

These findings appear as secondary manifestations to the already 
described symptoms and aid in making the diagnosis more positive. 

The following cases have been observed in my experience: 


CasE 1.—Mrs. W., a woman about 36 years of age. She has two living chil- 
dren and gives a history of one abortion, which was induced by a‘physician in 
the community where she formerly resided. She at that time was suffering from 
an attack of illness similar to the one about to be described, 

When I first saw the patient she had been vomiting about a week or ten days 
almost incessantly. She was pale, emaciated and her features noticeably pinched. 
A slight eruption on the face suggested imperfect elimination of the uric acid. 

The patient had, during the time since the onset of the emesis, been dieting and 
using some home remedies. 

After several days of medication, with no relief from the vomiting, she sub- 
mitted to a vaginal examination. A lacerated perineum, a torn cervix, with 
marked ulceration along the lacerated edge and a marked retroversion of the 
uterus, was diagnosed. The uterus was tender, and any considerable pressure 
over the hypogastric and left inguinal region caused pain. 

The following day abortion was performed, and the patient made a rapid and 
uneventful recovery. 

Case 2.—Mrs. D. Patient was about 37 years of age. Has been afflicted with 
a marked chorea since early childhood. The facial and sterno-cleido-mastoid mus- 
cles were in frequent agitation. This affection was aggravated during her fifth 
pregnancy. The hands and arms at times entered into the choreic movements. 
During the third, fourth and fifth months of this gestation the patient suffered 
from nausea, experiencing an aversion for certain foods and passed restless nights. 
Bowels were constipated and the urine was of low specific gravity. During the 
fourth and fifth months of her pregnancy a marked anemia was observed. 

The patient was advised to follow a carefully selected diet,, and laxatives and 
diuretics were administered with good results. A prescription of cod liver oil with 
bitter tonics was also prescribed, . 

The sixth to ninth months of gestation were fairly comfortable ones and the 
labor was completed without any untoward symptoms. The patient, however, was 
several months regaining her usual vitality. 

The child was not apparently well nourished, but enjoyed good health up to 
the sixth year, when, on entering school, pronounced choreic symptoms developed 
and have continued in a more or less degree of severity up to the present time, 
with a marked tendency to assume a chronic form similar to the mother’s affection. 

Case 3.—Mrs, K., a woman about 30 years of age, who has two living children, 
giving a history of considerable nausea accompanying the second pregnancy and 
lasting until the time of actual labor. This prolonged emesis produced much 
emaciation and lowering of the patient’s vitality, and she recovered her strength 
after this labor rather slowly. 

Less than a year following this confinement, she again became pregnant, vomit- 
ing commencing about four weeks after conception. A voluntary expulsion of the 
fetus occurred at about the eighth week, attended with little pain, no physician 
being called, 

Some fifteen months ago she again became pregnant. Nausea and vomiting 
ensued and were not relieved by medication. Examination of the stools showed 
them to be clay colored and passed in small, hard lumps. The urine was dark 
colored. Examination revealed the presence of bile products and it emitted a dis- 
tinct ammoniacal odor. 

Five days following my first visit I was again called and found the patient in 
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the pains of labor, which continued strong for about three hours, then ceased 
almost entirely. Patient became faint, numb and an intermittent pulse was de- 
tected. Brandy was administered and abortion completed under chloroform. An 
hour following the operation the patient complained of intense hunger. A piece 
of dry toast, a poached egg and a cup of tea were taken with relish and retained. 

Owing to the anemic condition, some few weeks passed before her accustomed 
strength returned. After recovery an examination revealed an aggravated form 
of endometritis, which did not improve under local treatment. Patient refused to 
submit to an operation to relieve this condition. 

Case 4.—Mrs, B., an anemic woman about 32 years of age, with an expression 
somewhat pinched, gave the following history: A severe labor at her first con- 
finement, resulting in a slow recovery, and has not felt as well and strong since. 

The second pregnancy was accompanied witn undue nausea throughout the nine 
months of gestation, and the patient remained weak and emaciated for several 
months after this confinement. 

The third pregnancy was again attended with nausea and emesis succeeding 
the first month of gestation. This pregnancy terminated in a still-birth between 
the sixth and seventh month. The fourth pregnancy produced the same nausea 
and vomiting experienced hitherto and resulted in an abortion at about the third 
month, 

The fifth pregnancy, occurring about a year and a half ago, was attended with 
a very similar course of vomiting, commencing at the time of expected menstrua- 
tion, after this conception and continued some eight or ten weeks, 

After the third week of vomiting the patient was confined to her bed part of 
the day. During the fifth and sixth weeks she was unable to leave her bed, re- 
taining scarcely anything except diluted brandy. A vaginal examination revealed 
a lacerated perineum, a lacerated cervix, with ulceration along the torn edge. 
Considerable mucus discharge seemed to fill the cervical canal. Several treat- 
ments, consisting of vaginal douches and medicated tampons, were used without 
any apparent relief of the hyperemesis. The bowels were constipated and the urine 
was low in specific gravity. 

During the sixth to eighth weeks the patient appeared very pale, showing 
marked emaciation. Morning pulse was 42 to 47 per minute, while the evening 
pulse registered 50 to 58. Faintness was experienced on the slightest exertion. 
Sleep was somewhat broken, and the patient felt extremely exhaustea in the 
morning. 

At this time permission for operative interference was obtained. Chloroform 
was administered. Dilatation of the cervix was commenced, when the respiration 
and pulse became slow and signs of cyanosis noted. Completion of the curette- 
ment was deemed inadvisable. Cervical canal was dilated and the vagina packed 
and the patient returned to bed in a warm pack. 

The following day buttermilk and a small amount of light food was retained. 
In two weeks the patient was able to leave her bed, but unfortunately resumed her 
household duties too soon and vomiting again ensued. 

Patient was this time taken to the hospital, where rest in bed with tampon 
treatment and careful dieting relieved the emesis, so that in ten days she was able 
to return to her home. ‘The local treatments were stopped for several days, and 
on again being called to see the patient found the vulva swollen and red, attended 
with intense itching. Local treatments relieved this condition, but not before an 
aggravating urticaria had developed over the body. Following this attack the 
patient enjoyed a very comfortable condition during the remaining months cf 
gestation and completed an uneventful labor. 


TREATMENT. 

The treatment of cases accompanied with pernicious vomiting during 
the gravid state can not be discussed and described collectively, owing to 
the number of varieties of this affection and the individual needs pre- 
sented in almost every case with which the physician is confronted. 





ILLINOIS MEDICAL JOURNAL, 


We must not forget that the mother must eliminate for two living 
beings. 

A few general rules may be given for the care of these cases. 

A careful selection of diet should be adhered to, choosing those foods 
which will provide nourishment and in return tax the organs of elimina- 
tion to the least degree of severity. 

Regulation of the bowels and an increased activity of the kidneys may 
be aided by diet and the free use of liquids other than alcoholic. 

Occasionally lavage of the stomach with a weak bicarbonate of soda 
solution may be beneficial, especially if mucus from a catarrhal gastritis 
be present. Always in extreme cases resort to rectal feeding and the 
normal salt enemata, or in extreme need an infusion of salt solution to 
tide over any condition which may prove only of short duration. 

A corrected position of the uterus by use of the tampon or pessary 
may be the means of relieving some cases of misplacement. 

Nervous patients where the means and strength will permit of a 
change of scene often experience speedy relief from hyperemesis. Others 
respond to rest in bed and a well-selected diet. 

As a stomachic sedative I have found nothing equal to the colorless 
fluid extract of hydrastis in doses of 3 to 6 minims combined with the 
elixir of lactopepsin. These measures failing, it is best to empty the 
uterus of its contents, that death from starvation or toxemia may be pre- 
vented. 

In toxemic cases, abortion is almost always indicated and should be 
performed promptly while the patient has sufficient vitality to recover 
from the operation. 

DISCUSSION, 

Dr. Bertha Van Hoosen, of Chicago:—Mr. President, I think this subject 
should receive the very careful consideration of the medical profession. Cases of 
Cesarean section are not very common; but cases of emesis in pregnancy are so 
common, I think, that the general tendency is to let the woman suffer, on the 
ground that, in all probability, she wiil not be relieved. The idea is that these 
patients must be given time to get over it. One of the peculiar things about the 
pregnant condition is that women who have nausea in the second and third 
months find that it is hard to control. After that period it can be relieved. When 
it comes to full-term pregnancy, the patient is not usually disturbed, even by the 
vomiting after the anesthetic. I think nearly every one who has had considerable 
experience knows that we can give a woman, who has had forceps applied, chloro- 
form for two or three hours:continuously, and yet she will not be troubled with 
any nausea or disturbance from the anesthetic, and even though she has to 
undergo a secondary operation there is no trouble. I had a talk with Dr. De Lee 
as to what he thought about nausea and vomiting following Cesarean section, 
and he said that he had not thought about it; that it never figured in the case at 
all. In trying to find out what differences there was between a woman at full 
term and a woman under ordinary conditions, I came upon a series of experiments 
conducted in Germany, in which cases the alkalinity of the blood was affected. 
In practically all cases the alkalinity gradually increased from the beginning of 
pregnancy until full term, then it decreased from that time, for a week or ten 
days, until it practically became normal again. Following this idea, I tried to 
produce artificially this alkalinity in the blood before operation. Before opera- 
tion the patients were not to have an anesthetic, and I felt in many cases I suc- 
ceeded in reducing the alkalinity of the blood. Following this idea, I thought 
perhaps that if this alkalinity could be induced a little sooner, during the second 
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and third months, we might avert much of the nausea of pregnancy. Accordingly, 
I gave the patient bicarbonate of soda in half a pint of water by the colon, three 
injections of this kind being sufficient to render the urine alkaline, and by giving 
some alkaline agent internally, such as sulphate of magnesia, or something of 
that sort, I found that the patients in a number of cases were quickly relieved 
of the nausea and vomiting. My conclusion is that anything which will favor 
that elimination will help to relieve the nausea and vomiting. 

Dr. Minnick (closing the discussion) :—I want to mention one point in con- 
nection with vomiting. In some cases of vomiting you will find on careful inves- 
tigation that the patient has gastric inflammation, or a catarrhal gastritis, and 
in some instances washing out the stomach with a mild bicarbonate of soda solu- 
tion is efficacious. Teach the patient to take, if she will not submit to this, a 
little alkaline hot water before breakfast, or add some such thing as that to the 
treatment. You will find, I think, better results from your diet, and especially 
should you urge the patient to take a large amount of fluid other than alcoholics, 
so as to promote the elimination of these poisons. You have to remember that 
the mother has to eliminate for two living beings. This taxes her organs, and the 
increase of fluids will help to wash out the system and to get rid of the extra 
amount of poisonous material that is thrown off by these two living beings. 





EDUCATION OF PHYSICIANS AND THE PUBLIC REGARD- 
ING INSANITY.* 


Frank Parsons Norsury, A.M.. M.D. 
JACKSONVILLE, ILL. 


In the evolution of society, one of the foremost problems which early 
confounded philanthropists and other social workers was the care of the 
insane. The medieval ideas with their mysticism, demoniacal possessions 
and a host of other gross superstitions surrounding the insane, were first 
to be met and overcome. And, as nothing in the way of medical thought 
existed whereby an attempt could be made to bring order out of this 
chaos, it remained for some one imbued with the true spirit of scientific 
inquiry, as well as philanthropic forethought, to undertake this seemingly 
insurmountable problem. We know that when great problems are to be 
solved and great emergencies to be met, there is always some one called, 
providentially, to answer the emergency, and so it was here, in the person 
of Pinel, of France, who with practical knowledge, courage and foresight 
and “happily for the insane world,” created the revolution in the methods 
of treating a neglected and misunderstood disease, the effects of which 
were as remarkable as the contemporary French revolution in the govern- 
ment of sane -people. When we think that just a little over a century 
ago this great man brought about this revolution and laid the foundation 
for our modern ideas of the care and treatment of the insane, we must 
place him among the foremost in the temple of the world’s famous physi- 
cians. 

The humane instincts, the noble and courageous work which prompted 
and crowned the efforts of Pinel, soon had their effects in creating other 
similar experiments, based upon the same noble inspiration, and as a 
result Tuke, in England, founded the York Retreat, from which eventu- 


* President’s Address, delivered before the Illinois Conference of Charities, Twelfth 
Annual Meeting in Jacksonville, Oct. 9, 1907 
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ated the great movement in England, of awakening into the full light of 
civilization, the all-prevailing truth, which to-day is recognized in all 
civilized countries, “that the unsound mind, like the unsound body, can 
only be regarded as an instance of disordered function ; and that, however 
grave the disorder, the functions are still there, and may be roused into 
more or less healthy activity by exactly the same physiological stimuli 
and motives as are available in health.” We can imagine with what zeal 
and earnest endeavor these early workers proceeded to educate, first of 
all the physicians, and next the populace, regarding the needs of the 
insane. It is no wonder that the clinical study of mental diseases was 
slow to be recognized ; for it is an obvious fact that educational problems 
which are epoch-marking in their solution, require in order to become 
established, time, endless patience and persistent endeavor. We must 
remember that there were social, political and religious influences then, 
as now, perhaps more intense and vituperative than to-day, but existing 
in a social atmosphere not so philanthropically disposed as in this, the 
twentieth, century. These influences conspired to hold in check clinical 
inquiry, and Pinel then, as frequently is the fact with superintendents 
of to-day, had first to get permission from the political powers that ex- 
isted before he could even take a step toward advancing the cause of a 
single insane patient. 

I will not burden you with the history of this revolution further than 
to say it has been slowly but steadily a movement characterized by de- 
veloping scientific knowledge and broad humanitarian spirit. As we note 
the progress of the study of insanity purely along educational lines we 
find that it has closely followed the divisions which Janet gives in the 
study of hysteria,’ viz.: first, a period of anecdotal recital; second, the 
clinical period marking the latter part of the nineteenth century, and the 
third, which is quite contemporary, the psychological, now prominently 
led by the German school of which Kraepelin is the chief exponent. This 
evolution in its modern conception shows that there is no department of 
medicine in which the investigator needs to be more in intimate touch 
with the advances of modern science than in the study of mental dis- 
eases. It further and emphatically endorses Bain’s dictum,’ “that a sub- 
ject should not be presented to the pupil until all the preparatory sub- 
jects have been mastered.” And when we consider of what these prepara- 
tory subjects should consist and the methods of their study and investi- 
gation we will find that they are the biological sciences and must be pur- 
sued with the same methods, the same diligence and exactness as charac- 
terize success in all scientific studies. 

This is true, however, of all real educational progress, and to attain 
the ultimate aim and purpose of education, which James Mill says “‘is 
to render the individual as much as possible an instrument of happiness, 
first, to himself and next to other beings,” we must attack the problems 
before us with these noble ends in view. Our greatest problems regard- 
ing the insane to-day are educational and they involve not only the needs 


1. Harvard Lectures, 1906. 
2. Education as a Science, p. 8. 
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of the insane themselves, but the duties which the state and the public 
should discharge toward them and to the hundreds living and unborn 
who are to be their successors. Let us not forget that we have the insane 
with us always. We have had since history began and we sha!] have so 
long as man shall inhabit the earth. Yes, even if to-day all insanity 
were blotted off the face of the earth, ere to-morrow’s sun went down, 
new cases would appear, because man through the very constant laws of 
evolution and dissolution is subjected to the biologic law of the survival 
of the fittest, and insanity is one of the channels through which this law 
works. 

To meet these educational problems, we have two avenues to consider 
through which we hope to reach the ultimate aim of our purpose: First, 
by extending the clinical knowledge of insanity through the improved 
education of the medical profession, and, second, through popularizing 
our present knowledge of insanity, so that it may reach the public and 
be understood and appreciated by the people. Education is a public 
safeguard, and it is the duty of the medical profession to provide, 
through its channels, al! possible knowledge to fortify against the inroads 
of mental disease. Medicine has, through its brilliant research work, in 
the study of infectious diseases, added years to the public health, saved 
thousands of people from premature death and extended the commerce 
of the world beyond computation. Medicine to-day, in other avenues of 
research, is adding to the peace, comfort and welfare of the people, 
notably in the study of diseases of metabolism (nutritional diseases) ; 
in this line of inquiry, I believe, we see a future in solving many of the 
mysteries of mental diseases heretofore misinterpreted and consequently 
illogically treated. The recent work of Bruce, of Robinson and others 
sustains me in this hope. With the results thus attained and promised, 
I further believe, perhaps I am an idealist and hope for too much, but I 
do believe, the people stand ready and willing to have presented to them 
in practical form the knowledge of insanity which exists to-day and they - 
will cooperate in solving the problems with this knowledge, just as they 
have in solving the problems of tuberculosis, yellow fever, malaria and 
smallpox. They await for the medical profession to inform them, and 
it is, therefore, incumbent upon this profession to qualify themselves in 
order to teach the people. 

The trouble in the past and even now in our schools in the education 
of physicians regarding insanity has been and is the want of clinical 
opportunities in the medical schools, and save for a few of the larger 
schools situated in cities, where access could be had to detention hos- 
pitals, it was, and really is, now the rarest thing for a clinical lecture to 
be delivered on a mental case. Consequently the average graduate of the 
past never came in contact with a case of insanity, knew little of even 
the principles of insanity, for usually only a few lectures were delivered, 
and they, in their didactic dryness, seldom appealed to the real wants of 
the students. In a great measure, this criticism still exists, for marks in 
mental diseases in many of the schools are not among the necessary 
credits for graduation. , 
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Think of it, this department of clinical medicine which requires in 
its practice more real all-around knowledge of man and his diseases 
than any other, is shelved for the want of opportunities to present its 
needs. No wonder physicians are uninstructed; no wonder the anecdotal 
knowledge is the only knowledge which the average physician in general 
practice possesses of mental diseases. No wonder the public knowledge 
of mental diseases is the remnant of “Bedlam” as displayed in the lay 
press, both in its columns and its cartoons. No wonder a morbid cu- 
riosity is created when superficial generalizations go for scientific deduc- 
tions, and haphazard diagnoses and useless statistics choke real intel- 
lectual and collective investigation, al! for the want of real opportunities 
for study and inquiry. 

Fortunately, there is a dawn of a better day for clinical psychiatry, 
for while certain schools and hospitals have long given lectures, others 
have not, and only recently, I believe that I may say, especially since the 
Council on Medical Education of the American Medical Association 
began to be a power in the advancement of medical education, has the 
clinical chair of mental diseases become more than an ornamental ap- 
pendage to some other chair and is now coming into its own as a factor 
in real education—education for a purpose. Many medical schools, I 
have learned since I have become interested in the work of medical edu- 
cation, have to be driven into line, and even then, like the horse, “we 
may lead him to the trough but we can not make him drink.” 

It is a pleasure, a real intellectual treat, to see now and then in the 
medical schools in smaller medical centers, like Indianapolis and Ann 
Arbor, a roster of clinical lectures on mental diseases held in the hospi- 
tals owned by the state, equipped especially for clinical instruction by 
the state, and contributed by the state as their part in the endeavor to 
disseminate knowledge of mental diseases among medical men. To me 
this is a wonderful advancement, a true triumph for scientific medicine 
and second in importance for the public’s welfare, to the establishment 
by the state of hospitals for the housing of the insane. 

This is the second period of advancement, the clinical period, so 
styled by Janet; but in this part of the country it is belated. TIllinois, 
alas! is just on the edge of the clinical period; it would have stepped 
into it this past year but for the fact that we as a state, as reflected in 
the minds of our legislative body, are still in the nursing bottle stage of 
this great educational problem. We need to progress; we need to study 
the history of civilization; we need to read White’s Warfare of Science 
with Superstition and have more genuine love for science and trust in 
its establishing truths. We must have our sister states, Indiana and 
Michigan, show us how they educated their people to believe in clinical 
instruction in mental diseases and to profit by it. 

I am afraid Illinois comes under the criticism applied to medical ed- 
ucation in the United States, which I recently read in the London Lancet. 
as follows: “This position of affairs (speaking of irregularity of re- 
quirements) had its origin in the evolution of the United States, cer- 
tain divisions of the country being in the forefront of civilization while 
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others were, to say the least, in a rudimentary plight.” [Illinois is in a 
rudimentary plight just now, but the people, as I before said, I believe 
stand ready and willing to follow in every advancement for the educa- 
tional betterment of themselves and of the medical profession. Illinois 
has. however, in so far as improving the service in state hospitals, in 
insuring a more stable and developed medical service, made great ad- 
vancement in the past two years; first in inaugurating Civil Service 
for the medical staff, which I am sure will secure efficiency after it gets 
to working in norma] channels. 

Again, it has made provision for the educational advancement of 
this permanent medical staff by establishing the Psychopathic Hospital 
at Kankakee, where facilities for thorough clinical instruction in al! 
that pertains to mental diseases will be undertaken. This, too, will re- 
quire time to develop in its full potential possibilities for genuine whole- 
some work. From this much desired nucleus in our state is to go out 
the great work of education, which will directly affect the problems en- 
countered in hospital practice and, indirectly, the whole medical pro- 
fession; for with thoroughly trained clinicians in the state service, they 
wiil and should, reflect their knowledge upon the mass of the profes- 
sion through the channels of the medical societies; the current literature. 
general and special, of the profession; also, through popular lectures 
before local lay societies, the woman’s club, the literary and philanthropic 
organizations and through the magazines and other popular current lit- 
erature. Surely, the field is great but the harvesters are few, and speed 
the day when the medical profession and the layman may be informed 
regarding the real worth-while knowledge of insanity. The duties of 
the physician interested in mental diseases are arduous and confining 
and largely so because of the vast amount of education which he is re- 
quired to impart, not only to the patients for their own guidance, but 
to the families and friends of the patient. I remark to my nurses that 
in order to treat the individual we must treat his whole family, be- 
cause without their co-operation our efforts would be futile. 

This suggests the thought of what preparation really is required for 
the special work of care and treatment of mental diseases and what field 
the Psychopathic Institute is to occupy in educational lines. In a great 
measure the clinician must, through choice and not chance, select the 
work before him. This suggests, too, that the earlier such selection is 
made in his preparation the better for the clinician and the better for 
the work which he is to do. He should have the best possible prelim- 
inary training, preferably a biological collegiate course, with mathematics 
thrown in as a valuable side line; then, a good up-to-date medical col- 
lege course, in which, again, his biological training, in his laboratory 
studies, will be of great service. 

A hospital course in a general hospital and, preferably, a teaching 
hospital where clinical instruction is given to students; then service in 
the state hospitals. In the special training in the psychopathic hospital 
he should have psychology (normal and abnormal), which should include 
sociology; psycho-physics or applied psychology in order to elucidate 
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mental phenomena; then a training in genuine true optimistic philos- 
ophy which will give him equanimity, power of self-control and cultivate 
hope, cherish ideals, all of which adds to that wonderful therapeutic 
power found in psycho-therapy. I add this last because my observation 
teaches me that the successful physician in mental diseases must know 
characteristics; must know personalities, and must reflect hope, culti- 
vate hope and stimulate hope at all times and under all conditions. He 
then should direct the reading of his patients and their friends so that 
they may live in the educational atmosphere which cultivates their own 
powers of self-control and reflects them upon others with whom they 
come in contact. You know that we are creatures of habit, and, too, 
we follow, consciously or unconsciously, examples, especially environ- 
mental examples which lead to the formation of habits, good, bad or in- 
different. 

To properly radiate good habits, environmental conditions must 
therefore be good, and to know truly within ourselves what are the best 
conditions conducive to a long life of happiness, we must familiarize our- 
selves. with the teachings of such leaders in mental hygiene and prac- 
tical every-day psychological progress as those of Weir Mitchell, Stanley 
Hall, Clouston, Forel, Mercier and others, who have in the recent liter- 
ature of to-day pointed ways of living which, even in the nervous, ‘are 
compatible with a useful and happy life. Again, “Don’t Worry Dont’s,” 
while fictional and looked upon as a joke, are helpful in the line of sug- 
gestion to those who will but heed them. 

Environment is a powerful determining influence, perhaps not as 
great as shown in the hereditary transmission of species, but even Weis- 
man in his work on Evolution regards it as a power, and as the influence 
in the production of functional disturbances of mind; it is, in my judg- 
ment and experience, the most debilitating and productive factor we 
have to meet. This suggests one of the most prominent duties of the 
medical man, aye! paramount in its ultimate good, prevention, by edu- 
cating the people into the knowledge of the facts of insanity, which will 
be of service to them in prevention of insanity; to teach them the earliest 
manifestations, which are largely nutritional disorders, and which, if 
early recognized, can be met, but which, if allowed to go on, do in- 
sidiously lead to the profound and distressing mental disorders. Mer- 
cier says, “such facts of insanity must be of service, for of this malady 
more than any other it is true that the earlier its beginnings are recog- 
nized the better the chance of prevention and the more sanguine the hope 
of cure.” 

Time will not permit me to discuss with you these facts, nor to go 
further in discussing ways and means of disseminating them among the 
people, but I will say that upon the education of the masses depends not 
only the prevention of disease, which is a crowning glory of the past and 
of this century in medicine, but from the standpoint of the ultimate 
and final problem, which Huxley says, to which all great sociological 
problems finally resolve themselves, viz., the financial side. I would 
say that in dollars and cents (the avenues with which we can only hope 
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to reach that great majority of mankind) it means money saved to edu- 
cate the people regarding insanity; it means money saved to provide 
psychopathic hospitals; it means money saved to educate your physi- 
cians to the highest possible attainments. 

I can not refrain in closing to say that my own profession, thank God! 
in its ideals, looks for a greater reward to the state, to the people, to the 
profession of medicine, and that is in having a faithful service crowned 
with the ultimate purpose of true medical science, in the prevention of 
disease, in the cure of disease and of adding peace and comfort to 
mankind. 





THE TREATMENT OF CHOREA MINOR.* 
D’Orsay Hecut, M.D. 


Assistant Professor of Nervous and Mental Diseases, Northwestern University Medical 
School; Consulting Neurologist to the Cook County Institutions for the Insane 
at Dunning, Ill.; Attending Neurologist to the Michael Reese and St. 
Elizabeth Hospitals. 


CHICAGO. 


It may be contended, and perhaps with much justice, that telling 
advances have not been made in the field of rational therapeusis applied 
to chorea minor. Participating in this view, the reasons for it, I think, 
are near at hand. 

The problems bound up in the effort to establish a close relationship 
between rheumatism and chorea, and the attempts made to fasten upon 
this disorder a uniform and characteristic pathology have quite generally 
led students away from reflections on treatment. Also the traditional 
belief that chorea is an entirely innocuous malady, eventuating in spon- 
taneous cure, has caused not a few physicians to incline toward thera- 
peutic nihilism, and in passing one might refer to that other group of 
men in the profession who catagorically discourage the rational treat- 
ment of all disease and from insincere motives favor a species of senseless 
polypharmacy. 

In describing the treatment of chorea, I am aware of bringing forth 
little, if anything, new, certainly nothing revolutionary. I am in reality 
presenting a series of accepted measures, any one of which without being 
strictly indicated may be given at some time in the course of the disease. 
An estimate as to the merit of one kind of treatment over another is ven- 
tured from recent experiences with seventeen well-defined cases of chorea 
in children, in eleven of which the clinical notes are complete to the end 
of the attacks. The number would be increased to a total of 130 if the 
eases recorded in the neurologic dispensary service at the Northwestern 
University Medical School were included.’ I feel it superfluous to add, 
that in my conclusions due regard has been shown for the views of others 
who have presided over a much larger material. 

When we consider how indifferent the greater number of mild cho- 


* Read at the joint meeting of the Chicago Neurological and Chicago Medical Society, 
May, 1907. 
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reics are to close medical scrutiny, how irregular and inexact in the mat- 
ter of taking their medicines, it is obvious that precise or statistical con- 
clusions must be next to valueless and instead only generalizations, im- 
pressions and personal experiences find their way into the literature. 
This is practically true of nearly all observations on choreas save those 
of the rheumatismal type, presenting cardiac involvement. 

In the seventeen carefully annotated cases mentioned, ranging in 
years from 6 to 20, it was possible to carry out the plan of absolute 
bed rest without medication in three; in two, bedrest was coupled with 
large doses of antipyrin; two required rest and aspirin, and one received 
rest and salicylate of soda; in three absolute rest was enforced, together 
with arsenical solution given by mouth; in two others, rest was observed 
and arsenic given hypodermatically ; in four, resort was had to Fowler’s 
solution, with the patients always up and around. In this series, it may 
be of interest to note the duration of attacks. Of the three patients sub- 
jected to absolute bed rest alone, one got well in four weeks ; one required 
six weeks, and one recovered in three months. Of the three cases, in 
which it became necessary, owing to severe concurrent rheumatism, to give 
the salicylates and aspirin, two ceased twitching in eight weeks, the other 
in thirteen weeks. The two cases treated with rest and very liberal doses 
of antipyrin were of the severe type and responded thus: One case ter- 
minated in twenty-four days, the other in forty-two days. In the three 
eases where Fowler’s solution was given with bed rest, the terminations 
were five, seven and ten weeks, respectively. In the two cases receiving 
arsenic hypodermatically, one was cured in three, the other in six weeks. 
The last mentioned case was open to favorable comparison with other 
methods, since the patient previously had received Fowler’s solution by 
mouth together with bed rest, the attack, nevertheless, lasting four months. 
Of the ambulatory cases, four in all, two were not well until nine weeks, 
and two required four months. Only a relative value would attach to the 
report of the much larger series of 113 cases observed during the past 
five years at Northwestern University Medical School, because of the 
irregular visits and untimely disappearance of patients. Based upon the 
modest series of cases just briefly quoted, the inference would be justified 
that cases of minor chorea of moderate severity show no great differences 
in their duration, whether under a treatment entirely expectant or strenu- 
ously medicinal. 

In a paper of recent date, Cecil Wall has made an extensive inquiry 
into the treatment of chorea, which, in part, is worthy to be referred to 
here. He reports (1) twenty-nine cases treated with salicylate soda; 
fifteen getting well in less than three months, and fourteen recovering in 
less than two months. (2) Thirty-eight cases were treated with aspirin, 
of which thirty-five were cured in less than two months and three in léss 
than three months. (3) One hundred and sixty-five cases were treated 
with arsenic in various forms ; of these, 114 were cured in less than three 
months and 63 in Jess than two months. (4) Twenty-seven cases were 
treated with general measures and cod liver oil, of which nineteen were 
well in less than three months and thirteen well in less than two. 
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Taking them all in all, the mild together with the severe cases, one 
can not help but feel that the appropriate treatment for chorea compre- 
hends: (1) Rest and isolation; (2) improved hygiene and nutrition ; 
(3) drugs judiciously used. Disregard for these measures frequently 
results in a failure to get an ideal cure in chorea, and there often remains 
the impress of permanent instability upon the general nervous system. 

REST AND ISOLATION. 

Here, as elsewhere in medicine, rest, ever so respected in the theory, 
is not sufficiently urged in the practice. Feré, writing in one of the well- 
known systems of medicine in vogue ten years ago, says: “In grave cases 
(of chorea) precaution should be taken to protect the patients against 
injury by keeping them at rest and sometimes even in bed with padded 
guards.” Feré also mentions insomnia and the necessity for normal 
sleep, but says nothing of rest as a desirable relaxant to an irritable 
nervous system. The later works have given this item more prominence, 
but they do not sufficiently force it upon the attention of the reader. 

The element of complete rest can not be overestimated in chorea, and 
especially is this true of its service in the earliest period of the attack. 
It is quite the natural thing to advocate it when the twitchings are so 
severe as to render the individual an animated jumping jack, in which 
extremity there ceases to be an alternative. It is the patients of robust 
build, florid complexion with very slight twitchings, who are advised that 
they may remain up or lie down or do a little of either. In these individ- 
uals, the needful amount of rest is not prescribed. The advice the lighter 
cases of chorea should receive is, in effect, that theirs is a disorder in 
which anemia, general malnutrition and endocardial mischief may con- 
spire to inflict irreparable damage, that these sequela must not only be 
anticipated by the physician, but promptly averted so far as that is possi- 
ble, with rest. 

It is always indicated to immediately take choreic children out of 
school, away from the confinement of the class room, remote from the 
atmosphere of intense study and rigid discipline. Above all things, the 
parent should realize the futility of whipping the choreic child for ap- 
parent awkwardness and a display of temper and be enjoined from inflict- 
ing every kind of punishment or restraint. But that is not all. Once 
removed from school and tenderly treated, the child should not be left 
to indulge in play as a beneficial form of relaxation. 

It is far way from the leisure and relaxation of normal play to rest 
as it should come to be understood and valued in the treatment of chorea. 
Here, rest implies emancipation from all kinds of physical and mental 
excitement. The run-down, pale, irritable, overwrought, twitching child 
must be put to bed in a quiet place, be treated by a quiet, unobtrusive in- 
dividual, in a quiet manner. Left to its own devices, a child restless and 
not very sick will soon crave entertainment, but such diversion should 
not be of its own making. It is misplaced kindness to load a little pa- 
tient down in bed, with games and playthings without number, and have 
all the neighbors’ children in, crowding the sickroom, to help pass away 
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the weary hours. It is imperious to keep the choreic child passive ; there- 
fore, it must be read to, talked to, sung to; in short, entertained. 

Should rest prove very irksome, as it not infrequently does, thereby 
aggravating all symptoms, reasonable measures of repose on a couch or 
reclining chair should be tried, always, however, with an intent to supply 
the element of amusement. The management of such changes in a long 
siege of bedrest requires much tact and ingenuity. 

Timely rest in the severer forms of chorea may entirely ward off and 
will surely minimize the danger of the much-dreaded endocardiac com- 
plications, and its effectiveness in these cases is the greater as we encour- 
age with rest, isolation. In grave instances, the mental irritability, the 
excitable and exhausted physical state, demand this seclusion. 

It is not at all uncommon for the muscular twitchings and bodily un- 
rest to be so great that ways and means of avoiding self-inflicted injuries 
must be devised by the generous use of mattresses, cushions, pillows and 
side-bars, padded with cotton. I have seen a child, 8 years old, whose 
seizures threw her violently from the bed to the floor and for whom this 
sort of restraint became necessary. 

Need I add that every plan contemplating rest should include the 
consideration of a light, sunny, and well-ventilated room? Warm sun- 
shine should never be at a premium in the sickroom of a choreic child. 

Adjunctive to rest, isolation and hygiene and quite as essential as any 
of these, is the matter of food and feeding. The diet should be light, 
non-stimulating, nutritious, easily assimilable, and given in abundance. 
The latter advice is emphasized not for the reason that these children are 
deliberately underfed, but accidentally so, owing to the embarrassment 
they are made to feel by the severe twitchings and inco-ordination. The 
giving of liquids is frequently curtailed for the same reason and the 
insufficiency of fluids, together with an excess of highly nutritious foods, 
tends to constipation. Tea and coffee are interdicted. .All writers are 
agreed that fats are positively indicated, and, therefore, advise milk, 
cream and butter in great plenty, but good soups, meat, fish, eggs, spin- 
ach, lettuce ; in short, the nitrogenous foods are not to be omitted. 

When a patient is given to taking too much farinaceous food, it is 
very liable to produce excessive flatulency, thereby increasing the 
sense of palpitation, which may already be severe, from cardiac in- 
volvement per se, or the degree of anemia invariably present in 
advanced cases. I have had occasion to give Kazol a fair ‘trial in cases 
where milk was either not well borne or disliked and have found it very 
satisfactory. 

Under general measures, we should have in mind the importance of 
baths, in conjunction with gentle massage and very moderate gymnastics. 
That the warm bath acts as a sedative and eliminant to an irritable, 
nervous system is conceded, and Hollopeter goes so far as to say that the 
bath in his hands has been the entire and most satisfactory treatment. 
He advises a bath at a temperature of 90 to 98°, such as will neither 
surprise nor shock the child who is to be immersed in the water, all except 
the head and neck, and allowed to remain there for at least an hour or 
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two at a time, twice a day, the last ten minutes being devoted to properly 
given, gentle, light massage. MHollopeter has treated forty or fifty cho- 
reics according to this method of the prolonged warm bath, shortening 
the attacks from three months to six weeks. 

Gymnastics and voluntary movements, encouraged by the French 
school as early as 1827 and endorsed by Jolly, Germain, Lee and Bonvier, 
were devised to re-establish the influence of the will upon the movements. 
The plan, which, with the aid of a mirror, contemplates precision, direc- 
tion, extent, rapidity and energy of movement, is, in my opinion, perhaps 
more appropriate for the various forms of tic. In the severe cases, at- 
tended with great muscular weakness, gymnastics will prove harmful, but 
in the milder forms moderate exercises are permissible and may have a 
beneficial effect. 


Throughout the active periods of the disease, in some cases, emo- 
tionality and perverseness require moral restraint, and so it frequently 
happens that isolation or hospital treatment is of better avail than the 
sympathetic interference of meddlesome relatives at the home. The 
convalescent choreic must not be allowed to prematurely return to school 
and studies. Here a long vacation has its distinct advantages. 


MEDICATION. 

The medicinal agents called into use in chorea are, broadly speaking, 
the tonics and sedatives. Of the former, arsenic in one form or another 
has by common consent been accorded the first place. It has come to be 
considered the remedy par excellence and as such is another brilliant 
instance of empiricism in medicine. 

von Bechterew has sought to put the value of arsenic and its action 
in chorea on a scientific basis. He does not speak of it as a nutrient to 
nerve tissue as older writers do, but thinks that it acts on the nerve cen- 
ters, then on the nerves, the reflexes and finally on the spasmodically 
twitching muscles. His premises are doubtful. Now and then we hear 
enthusiasts or the uninformed, referring to Fowler’s solution as a spe- 
cific for chorea, a statement which savors strongly of extravagance and 
not at all of the truth. The liquor potassii arsenitis is, from an orthodox 
viewpoint, no doubt, the sovereign remedy in this affection, but in no 
sense may it be called a specific. Arsenic acts with very good effect on 
many patients, but its universal administration has shown that a large 
percentage of choreics remain unbenefited, and I think it neither merits 
nor enjoys the reputation or popularity accorded it in the past. The 
toxic effect of arsenic should always be borne in mind, especially in office 
practice, where it is customary to thoughtlessly prescribe four ounces of 
Fowler’s solution and fail to caution the patient as to the puffiness of the 
eyelids, gastric disturbances, parasthesias and weakness in the extremities, 
which latter two symptoms appear as the forerunners of an arsenical 
neuritis. This form of toxic paralysis is not to be confounded with the 
appearance of a disseminated neuritis, which Mills says occurs in certain 
stages of chorea, just as an arthritis or endocarditis occurs and independ- 
ent of arsenical treatment. 

Spiller has made reference to a number of cases of arsenical neuritis 
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reported, and has himself observed one. Comby has met with such an 
experience, and Patrick has seen it where large doses of arsenic were 
given. The original advocates of massive doses of arsenic, Ziemssen and 
Seguin and later Comby, have found few supporters. To me it seems 
immaterial whether the neuritis occurs in idiosyncratic individuals or 
from prolonged large dosage; the point to be remembered is that it does 
occur, and with the knowledge of such consequence it is incumbent upon 
every one administering arsenic to inquire into sensory symptoms and 
carefully test from time to time the knee-jerks, which, if diminished, 
should suggest the immediate withdrawal of the arsenic. The ambulatory 
type of case frequenting the office or the dispensary is not the one from 
which to draw satisfactory inferences as to treatment. In office practice, 
whenever administering arsenic, I always observe the following precau- 
tions : 

(a) Deny the renewal of the prescription by writing non repetatur. 

(b) Never let the prescription call for more than four drams of the 
liquor potassii arsenitis. 

(c) Give the patient accurate written instructions for graduating the 
dose, beginning with five drops, and emphasize diluting it with large 
quantities of water, to a pint, if necessary, to be taken in divided doses. 

(d) Caution the patient to observe puffiness of the eyelids, nausea, 
paresthesias and weakness in the extremities. 

(e) Test the knee-jerks (yourself) at each visit. - 

It might be well to add that arsenic is generally well borne by the 
young, and for a child of 6 or more years to tolerate as much as twenty- 
five drops of Fowler’s solution in a large dilution of water after meals 
without adverse symptoms is not at all unusual. Thus far pre-eminence 
has been given Fowler’ solution, but other forms are deserving of men- 
tion. Of these I would refer to arsenious acid, which, given in pill form, 
may contain from 1/100 to 1/30 of a grain. Where great gastric tol- 
erance is present and the chorea steadily progresses, it is indicated, 
according to Eulenberg and Wiederhofer, to use arsenic subcutaneous- 
ly. Quite recently, in a patient 18 years old at Wesley Hospital, I 
had occasion to use a standardized 5 per cent. aqueous solution of so- 
dium arsenate prepared for me by Dr. John Long, which was injected 
under the skin in ten to twenty minim doses of solution. Twenty minims 
of this solution are equal to 52 minims of Fowler’s solution. The in- 
jections were given every second day with an appreciable good effect 
on a chorea, which had hitherto been refractory to Fowler’s solution. 
Even Fowler’s solution may be put under the skin in five-drop doses, but 
some writers discourage all hypodermatic use for arsenic in children. 

That chorea has in the past received a fair share of attention from 
those having remedies to exploit is seen from the very long list of drugs, 
good, bad and indifferent, cited in the literature, and it is no less amus- 
ing to note with what sincerity certain writers in the past have sub- 
scribed to certain of these drugs. One author thinks that arsenic, exalgin 
and quinin are of real service and have value in the order mentioned, 
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while another puts arsenic, strychnin and iron to the front. As a result 
of the efforts made to reach special conditions in chorea, such as the 
insomnia, vesical irritability, ete., the list of remedies is almost inter- 
minable, but for purposes of completeness I shall mention several and 
select a few that deserve comment. Belladonna, the hyoscin group, ergot, 
cannabis indica, exalgin, cimicifuga, strychnia, the iron preparations, the 
bromids, chloral hydrate, antipyrin, the salicylates—all have been used, 
and latterly Babinski suggests scopolamin hydrobromate. It is claimed 
that where chorea has for its basis no other cause than a general lowering 
of vitality, associated with malnutrition and anemia, strychnia and the 
iron tonics are of greatest value. In connection with the rheumatismal 
types, the salicylic acid group is effective. Among the sedatives, chloral 
and antipyrin are indicated. 

Strychnia as an alterative was first employed by Trousseau and given 
in the form of the sulphate, with the object of substituting tetanic con- 
tractions for the clonic movements. It is agreed by all who use it that the 
strychnia is best given with large doses of syrup, preferably the syrup 
iodid of iron, and those who think well of this combination say it must 
be pushed to a point where there is a feeling of tension in the back leg 
muscles. The iron preparations are too many to enumerate. Suffice to 
say that iron in an assimilable and palatable form is indicated and well 
borne. 

The esteem in which antipyrin is held by those who have used it 
freely in chorea is the more astonishing when we reflect upon the mis- 
giving and fear that attends its administration as an antipyretic in the 
various acute febrile attacks of the adult. Wallner, in 1887, was the first 
to advocate its use and reported most favorably upon its effect. It is sup- 
posed to have a hemolytic action by virtue of which the twitchings are 
ultimately made to subside. It is then neither as an antipyretic nor an- 
algesic that antipyrin finds its application in chorea, but as a sedative. 
The tolerance which the young exhibit for antipyrin, given in massive 
doses and for weeks at a stretch, is well known to those familiar with this 
remedy. I have myself in a severe case given five grains every two hours 
in the twenty-four, then reducing the dose to an average of forty grains 
daily, maintaining that therapy for a week without any show of cyanosis 
or cardiac depression and with marked improvement to the chorea. 

Exalgin, analogous in action to antipyrin and very well thought of by 
Lowenthal and Dana, has never been extensively used. It is claimed that 
in a dosage of grains 1% to grains 3 (for a child under 10), three or four 
times daily, the drug acts powerfully enough to abbreviate the attack 
and is of greatest service in the cases of acute onset. Those who have 
used exalgin tell us it has a very marked hemolytic action, producing 
early anemia with grave symptoms of collapse, and for this reason it 
seems to me to be open not only to criticism but serious objection. 

Salicylic Acid Group.—In chorea of the rheumatismal type we are 
confronted with valuable therapeutic suggestions from many reliable 
sources, all of which point to the employment of the salicylic acid group 
of remedies. 
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Lees has vouched for the efficiency of sodium salicylate, and claims 
that the failure of anti-rheumatic treatment may be owing to the insuffi- 
cient dosage. He combines heroic doses of salicylate (100-120 grains 
daily) with large doses of bicarbonate of soda, and attributes his suc- 
cesses to this combination. He brought these views before a recent meet- 
ing of the British Medical Association, but they were not unanimously 
approved. 

Aspirin (aceto-salicylic acid) has its ardent supporters. Williamson, 
from the splendid results he has obtained with it, urges further observa- 
tions and advises that no alkali be given with or after aspirin, as the 
drug is likely to decompose in the stomach. In the Wall series it will be 
recalled that the best results were obtained in the thirty-eight cases 
treated with aspirin, getting cures in all in less than three months, and 
in 35 (92 per cent.) in less than two months. He adds that these fig- 
ures are the more remarkable, considering that the cases were equal in 
severity to others, which under different treatment required a much 
longer time in which to get well. 

Children take aspirin well; it may be given in doses of fifteen grains, 
three to six times a day, for a child 10 to 12 years old, and in ten-grain 
powder for a child of 6 to 8. Wall thinks it is best given stirred up in 
cold milk and taken on a full stomach. Occasionally it is rejected, but 
on the whole it is much better borne than the salicylate of soda and is 
not nearly so often attended with the disagreeable symptoms of sali- 
cylism, such as deafness, tinnitus, ete. Chloral hydrate, advised twenty- 
_ five years ago by Gairdner in England and Bouchut in France, has been 
employed very little, although its good effect as a sedative is conceded. 
Opium and the bromids, also much used in the past, have been discarded. 

Babinski very recently (January, 1907) presented a case of chorea 
at the Societé de Neurologie de Paris, in which he ascribed his successful 
treatment to the use of scopolamin hydrobom, 2/10 to 5/10 mg. pro die, 
given under the skin. He remarked upon the quick subsidence of the 
choreic movements, and added that he had now tried it in four cases 
with uniform success, and in one of these antipyrin, arsenic and chloral 
had failed. 

In summing up, it seems to me that the therapeutic situation of 
chorea calls for revision in favor of the simplest measures. As one writer 
has so aptly put it, “In the practice of medicine, masterly inactivity is 
not always the most prudent method of procedure, but in chorea minor 
I would counsel the simplest treatment possible.” 
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VARICOSE VEINS AND ULCERS: THEIR TREATMENT.* 


W. S. Royce, M.D. 
CHICAGO. 


I trust you will pardon me for attempting to interest you in a subject 
so common and ancient, but the following reasons, I hope, will partially 
justify me in the attempt: 

1. The great number of sufferers. 

2. The number of these who are incapacitated from earning a living, 
many more who are partially disabled and not able to fill positions in 
their chosen vocations, and numbers who, while filling positions, do so 
only by suffering great physical pain. 

3. That the multiplicity of adopted methods of treatment indicates 
the unsatisfactory results obtained by any is a truth especially applica- 
ble to this trouble. 

Those who have had dispensary experience can well recall the wash- 
ing, and salving, and powdering, and dressing of these so-called “old leg 
cases,” who go around from one dispensary to another, dreaded and al- 
most considered a nuisance by all, until they become disgusted with 
themselves, finally giving up to the idea that they are incurable. A large 
majority, as you know, of these cases are among the so-called middle and 
lower classes, people who are obliged to labor hard and spend much of 
their time on their feet and who, when finally the condition is severe 
enough, become inmates of our charitable institutions, a burden to them- 
selves and to the community. 

Of course, if these patients are put to bed, with the leg elevated, for a 
few weeks, with almost any simple treatment, they will improve or get 
well (though I am satisfied that the healing is not as firm as with the 
treatment about to be described), but as well might we prescribe a sea 
voyage to most of the patients who come to us with this condition. If we 
have a method of treatment which will cure these cases with no loss of 
time and without suffering, it must prove worthy of adoption. 

I will not take up your time by discussing etiology and pathology— 
subjects so well known to you all. With your permission I will demon- 
strate a treatment which I have used exclusively for about ten years in 
clinic, dispensary and private practice, and which has given such splen- 
did results that I think I am justified in thinking it the best. 

The formula for this dressing is as follows: Oxid of zinc, 4 parts; 
sheet gelatin, 4 parts; glycerin, 10 parts; water, 10 parts. 

Dissolve the gelatin in the water, add the glycerin and stir in the 
oxid of zinc, all being heated in a water bath, and you will find it easily 
prepared. The above formula is, no doubt, familiar to you, being that 
of Unna’s paste. 

First, we will consider a simple varicose condition without ulcers. 
We will put the patient on the table in a reclining position with the foot 
elevated, the heel resting on a support. We will now scrub the leg with 


* Read before the Fifty-seventh Annual Session of the Illinois State Medical Society, 
May 21-23, 1907. 
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green soap and hot water, then wash off with alcohol and wipe dry. By 
this time the veins will be somewhat emptied and reduced in caliber; 
although for the first dressing it is preferable—and this applies nicely in 
private practice—to have your patient remain in bed from the night be- 
fore until you call, elevating the leg during waking hours, then you will 
have the leg in the best pessible condition. Now, having melted your 
dressing, and having it as hot as can be comfortably borne, apply it 
evenly over the foot and ankle with a flat brush about two inches in 
width ; then with gauze bandages about two inches wide commence at the 
ball of the foot to apply after coming back about half-way over the in- 
step, always cutting off the bandage and starting over again, never re- 
versing; next take a few strips of the bandage and apply around heel 
and ankle. Your knowledge of bandaging will suggest how to do this 
nicely, but the bandage must never be reversed, but always cut and 
started anew. Your dressing will hold each piece in place neatly, and 
you will apply more paste as needed. Now, having the foot and ankle 
nicely covered, apply the dressing to leg and continue the bandage, but 
as the lower edge begins to leave the upper edge of the bandage below 
cut and start again. In this way you will have a smooth dressing from 
the ball of the foot to the knee. Now examine, and if any irregularities 
in the contour of the leg appear carry a strip of bandage around, break- 
ing joints, as we might say. Now apply dressing over all lightly and 
apply a bandage smoothly in the regular way, not tightly. This outer 
bandage may be changed, as the patient wishes, every few days for clean- 
liness. Such a dressing, when there are no ulcers, should be left on— 
the first one for two weeks, and after that a month or more, depending 
on the condition of the leg. When there has been much swelling and 
the condition improves, as it surely will, the eee will become loose 
and a new one should be applied. 

We will now consider the treatment of a case with an ulcer, which is 
simply a complication of the former condition, produced as follows : The 
tissues are edematous from serous exudation through the walls of the 
dilated vessels; there is a pruritus, and the sufferer scratches the skin, 
and a slight abrasion with infection occurs, an abrasion which would 
heal on the arm or on any otherwise healthy part of the body, where 
gravity did not play so important a part, or the abrasion occurs from 
slipping and injury by a scrape on a step, sidewalk, ete. This little 
abrasion shows no inclination to heal, but, on the contrary, grows larger 
from lack of nourishment, due to faulty circulation, a moist gangrene 
occurs, and we have an ulcer, soon involving often a considerable surface. 
We will here employ the following plan: 

First clean the ulcer, curetting when necessary, and if ulcers are very 
foul I have found the application of a wet dressing of a solution of picric 
acid, 30 gr. to the pint, for 24 or 48 hours, an excellent plan. Now pre- 
pare the leg as in the simple varicose condition. The ulcer dress as fol- 
lows: 

Apply the dressing right up to the edge of the ulcer, then cover the 
ulcer very liberally with a dry powder. I have used several dry dressings 
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but after long experience I have proved to my own satisfaction, at least, 
that these ulcers will heal faster and better under campho-phenique pow- 
der than any other. Now lay over ulcer about six thicknesses of gauze— 
six inches in size for an ulcer two inches across. Now proceed with your 
bandages and dressing, over all as in the former condition. When first 
applied, the above powder produces some pain, but before you have your 
dressing applied this will cease, not to return. 

The dressing on the ulcerated leg may be left on for ten days, and 
when it is removed you will be surprised at the amount of healing that 
has taken place. 

I remember quite well one case, that of a woman who came to my 
clinic with an ulcer about one inch by two inches, which was dressed as 
above, and the patient instructed to come back in ten days. She did not 
return for six weeks. In explanation she said that it felt so good that 
she did not want to come back. On taking off the dressing we found the 
ulcer entirely healed. 

These are the reasons why this treatment is superior: 

1. The soothing effect of the dressing, as the glycerin dehydrates the 
tissues and the oxid of zinc exerts a soothing influence, and the elastic 
yet equable support. We know that the blood vessels have resilience, 
which, if aided, will enable them to resume nearly their normal caliber. 

2. The small number of dressings required and the long intervals 
which elapse between them. 

3. Absolutely no loss of time to the patient. 

4. The permanency of the cure. 

5. Comparison with other forms of dressing. 

Elastic stockings are taken off at night, and not after the patient is in 
a reclining position, and often put on in the morning after the patient is 
in an upright position, allowing the veins to dilate more or less, at least 
twice a day, which absolutely prevents a cure. The same may be said of 
any form of frequent dressings. This dressing is always applied after 
the leg has been elevated, and the veins have nearly acquired their normal 
caliber, and always put on subsequently before the patient is allowed to 
assume a standing position. In some cases the veins have become tortu- 
ous, hard and tube-like, but still the edema subsides and the dressing will 
exert firm, equable pressure, and gradually there will be great improve- 
ment. The tissues become firm by massage of dressing and will furnish 
a support for vessels. 

Something should be said of operative treatment, Schades’ operation, 
resection of veins, etc. I will say that the results are in most cases unsatis- 
factory, and this judgment is based on actual observation of results. 
Having examined all patients at the County Agent’s Office, prospective 
candidates for Dunning, for eleven years, I have seen many cases on 
which operations had been performed who were in a worse condition 
than before. 

I would state in this connection that this is an excellent dressing to 
use after operation, as it will support tissues nicely while healing takes 
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place, avoiding the necessity of long confinement in bed, and I am sure 
much better results could be obtained from operation. 

Quoting cases would be taking too much of your time, but I could 
cite many instances of cure. One lady weighing 250 pounds I now have 
in mind, with a large ulcer on left leg, inner aspect, lower third, ulcer in 
size 2 by 4 inches, which had been open for seven years, cured by five 
dressings in three months. This woman ran a saloon, lived upstairs, 
tended bar much of the time, and never lost a day during the treatment. 

Histories of many cases could be given, but this will suffice to illus- 
trate what can be accomplished. 

Gauze bandages should be used. The dressing will keep indefinitely, 
and only needs to be heated by a water bath at time of using. 





TREATMENT OF SEVERE CYSTITIS. 
G. Koriscner, M.D. 
CHICAGO. 


The treatment of inflammation of the urinary bladder begins to 
assume interest when routine applications fail to bring decided relief or 
to accomplish a complete cure. The great majority of physicians are 
satisfied if, in a case of chronic cystitis, they succeed in keeping their 
patient in a condition of relative comfort; that the real aim of all treat- 
ments should be an actual cure is a point often lost sight of completely. 

This pessimism and indolence is due to the fact that chronic or sub- 
acute cases of cystitis are not usually amenable to those measures which 
are in so many quarters considered the only proper treatment of such 
conditions. Heroic measures, such as scraping off the mucosa by intro- 
ducing instruments through the natural channels, or cystotomy, are con- 
templated and finally adopted only as a last resort. The first procedure 
is not without danger, because the curette, working under scant control, 
is, as has occasionally been recorded, apt to perforate the viscus ; the other 
method, cystotomy, is quite an interference, as it confines the patient to 
bed for a considerable length of time and produces the annoying condi- 
tion of having the patient almost permanently wetted by the trickling of 
urine. Finally, it must be admitted that the definite results of these 
interferences are by no means as satisfactory as is so commonly believed 
and taught. 

The problem of treating and curing resilient cystitis can only be ap- 
proached and solved in a satisfactory manner after we have emancipated 
ourselves from the traditional washing of inflamed bladders, and have 
ceased considering this time-honored procedure as a panacea for all 
troubles of this kind. 

Stubborn and chronic cases of cystitis are essentially based on rather 
deep-seated infiltrations of the bladder wall; in order to bring these to 
absorption, a very energetic reaction has to be brought about by the use 
of rather strong solutions ; at the same time it is essential to deposit only 
a small quantity of such a solution in the bladder so that harmful dis- 
tension be avoided. It is evident that the mere flushing out of the blad- 
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der with weak solutions can not be expected to have such an effect. In- 
cidentally, I should like to criticize a generally accepted, although abso- 
lutely erroneous, idea that it is desirable to distend an inflamed bladder 
by the injection of the selected solution so that every part of the mucosa 
be brought into contact with the fluid. Nothing is so harmful to an 
inflamed bladder as to distend it. 

A very important preliminary step in the treatment is to make the 
bladder tolerant to those severe applications. Two points are gained by 
this preparation: we save the patient the very painful contractions and 
spasms with which an unprepared bladder would respond to the introduc- 
tion of strong solutions, and, as a result, we avoid hurting the patient so 
much by the first treatment that he is apt to become discouraged and 
absolutely declines any continuance of the treatment. In order to make 
the bladder tolerant we have at our disposal two methods which, after a 
few applications, will usually produce the desired effect. One is the use 
of moist heat in prolonged applications, either by applying hot packs 
over the abdomen and perineum or by prolonged hot sitz baths. In 
women, to these applications may be added the insertion of a bathing- 
speculum into the vagina during the time of the sitz bath. The other 
method is the injection of iodoform emulsions into the previously 
emptied bladder; it is important, however, to make these emulsions with 
oil and not with glycerin, as glycerin absorbs water from the tissues and 
very often, as a consequence, produces severe smarting and pain. About 
an ounce of a 20 per cent. emulsion should be injected into the bladder 
once every day until the bladder no longer reacts with pain to bimanual 
palpation. This effect, as a rule, is produced after from four to six iodo- 
form injections. 

After the bladder, by either of these methods or by a combination of 
both, has been obtunded in its sensitiveness, the case is mature for the 
actual treatment, which consists in the instillation of concentrated anti- 
septic solutions; the choice of the drug is important and is dictated by 
the nature of the case. 

In postoperative cystitis, which occurs so frequently in women after 
operations necessitating extensive detachment of the bladder and the 
laying bare of the vesical ends of the ureters, bichlorid of mercury acts as 
a specific. At first, solutions of 1-10000 are used, later 1-5000; of these 
solutions about two ounces are injected at a time. In the first treatment 
it is a good plan, in order to prevent any excessive irritation, to let the 
solution run out of the bladder a few seconds after it comes in contact 
with the mucosa; these applications are repeated every other or every 
third day. In the later stages of the treatment, the bichlorid solution 
can be left in the bladder until it is expelled with the next urination. 
The treatment is continued until all clinical symptoms have disappeared 
and cystoscopy reveals the return of normal conditions. But, even after 
the bladder has been carefully prepared by the preliminary treatment, 
the first application of bichlorid will occasionally cause considerable 
pain which, if not attended to, may last for hours. It would be simply 
cruel to let a patient suffer in such a way; liberal hypodermic administra- 
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tion of morphin is the best means for subduing the pain and for putting 
to rest the excited bladder. 

Subacute and chronic cases of cystitis due to gonorrheal infection 
react excellently to the application of argyrol and ichthyol. While it is 
true that certain laboratory experiments have shown that argyrol is of a 
minor bactericidal power in vitro, still it can not be denied that the 
clinical results produced by argyrol are very satisfactory. , In cases of 
stubborn gonorrheal cystitis, a 10 per cent. solution of argyrol is first 
employed ; later on, this concentration is increased to 20 per cent. In 
women, the stronger solution can be used at once, because the female 
bladder is much more tolerant than the male. About one ounce of the 
selected argyrol solution is deposited in the bladder at a time and is left 
there until it is expelled by natural forces. This medication, of course, 
takes place after the bladder is completely emptied. In case the cystitis 
should produce considerable quantities of mucus and pus, especially 
should these exudations cling rather tenaciously to the bladder wall, the 
viscus should, previous to the argyrol instillation, be cleansed by irriga- 
tions of normal salt solution. It should be reiterated that, in the course 
of these irrigations, the bladder should never be distended to any extent. 

If, after the daily applications of argyrol have cleared up the mucosa 
in a general way, inflamed patches still remain to be seen through the 
cystoscope, the treatment should be changed to the application of ichthyol. 
A 50 per cent. emulsion of ichthyol in some indifferent oily substance 
should be applied regularly until normal conditions are restored. It 
should be borne in mind that ichthyol, even in very tolerant bladders, 
usually excites such contractions that it is forcibly expelled shortly after 
its application. It would, therefore, be advisable to have the patient pre- 
pared. 

Chronic and gonorrheal cystitis will quite often persist about the 
internal urethral orifice even after the remainder of the bladder has been 
entirely cleared up. From this focus, permanently distressing clinical 
symptoms may accrue and reinfection of the whole bladder occur. We 
should, therefore, in such cases, be ever on the lookout for this detail; 
should the retrospective cystoscope reveal such a condition, appropriate 
treatment must be employed in order to eradicate this last stronghold of 
the infection. The treatment consists, in both men and women, in di- 
lating the urethral orifice by the introduction of heavy sounds of increas- 
ing size, and in following the sounding by the instillation of 2 to 5 per 
cent. silver nitrate solutions into what is commonly called the bladder 
neck. 

Chronic gonorrheal inflammations of the bladder have a tendency to 
produce ulcerations of the mucosa; these are due to the breaking down 
of the central part of the disseminated infiltrations. Very often these 
ulcers remain after the treatment has, in a general way, cleared up the 
mucosa. An additional procedure must then be employed in order to 
accomplish a perfect cure; these ulcers should be curetted and cauterized 
through an operative cystoscope. This method was devised and recom- 
mended by the writer some twelve years ago and has since been quite uni- 
versally adopted by urologists. 
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As to the use of concentrated silver nitrate solutions, while it is true 
that, in some cases of chronic cystitis, good results are achieved by their 
administration, it must be borne in mind that, if, after a short time, 
their application does not produce a decided improvement, they are with- 
out value. Furthermore, the strong reaction and the resulting discomfort 
of the patient are quite often not in proper proportion to the benefit to 
be derived from the silver nitrate. Therefore, it would be more rational, 
in such case, to abandon this medication and to employ drugs which 
would bring about better results with less suffering to the patient. 

The constitutional treatment of cases of chronic cystitis should be 
limited to regulating the diet and forbidding alcoholic beverages. The 
excessive use of alkaline waters and especially the administration of the 
various balsamic drugs is to be severely condemned; they irritate the 
kidneys, upset the stomach and, furthermore, never furnish the miracu- 
lous results promised in the advertisements of their manufacturers. 





EARLY DIAGNOSIS AND TREATMENT OF MULTIPLE 
NEURITIS.* 


Jutius Grinker, M.D. 


Professor of Nervous and Mental Diseases, Chicago Post-Graduate Medical School ; 
Assistant Professor Clinical Neurology, Northwestern University Medical 
School; Attending Neurologist to Cook County Hospital. 


CHICAGO. 


Assuming that few practitioners will have difficulty in recognizing a 
well-marked case of polyneuritis with toe-drop, wrist-drop, extreme pain- 
fulness and muscular wasting, I shall confine my remarks to the less 
conspicuous signs and symptoms of this disease with the object of facili- 
tating the diagnosis of ill-defined cases. 

SENSORY SYMPTOMS. 

In almost every case of multiple neuritis from whatever cause, some 
form of disturbance of sensation appears early and remains late. This 
may vary from a mere feeling of numbness, prickling, tingling or formi- 
cation to the most excruciating pains described as tearing, boring, stab- 
bing, stretching or burning. The paresthesia is usually constant, worse 
at night and may be interrupted by paroxysms of pain. 

Hyperesthesia constitutes an early objective sign in many cases. The 
mere touch of a camel’s hair brush may produce a disagreeable feeling 
akin to pain, and a blunt-pointed needle when lightly applied to the skin 
may give rise to extreme pain. Ordinarily the stage of hyperesthesia is 
followed by one of anesthesia, during the continuance of which there is 
either decided reduction or complete loss of perception of touch, pain and 
temperature. Delayed transmission of painful stimuli i8 considered the 
equivalent of anesthesia. The deep sensibility from muscles and joints 
is often equally affected with superficial sensation, which accounts for 
the incoordination and ataxia frequently encountered in this disease. A 
sign of great diagnostic value is tenderness elicited upon pressure of 


* Read before the Fifty-seventh Annual Session of the Illinois State Medical! Society, 
May 21-23, 1907. 
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muscles and nerves, which may cause discomfort even from the bed 
clothes. If superficial anesthesia is associated with deep-seated pain on 
pressure, the diagnosis of neuritis becomes a certainty. Hyperesthesia 
of the soles of the feet may constitute the earliest and only sign of poly- 
neuritis. Several years ago I treated a patient for extreme tenderness 
of the feet which made it impossible for him to walk, although he felt 
well in every other respect. His physicians made a diagnosis of simula- 
tion, because he belonged to an insurance order and claimed sick benefits. 
The only findings were extreme sweating and hyperesthesia of the plantar 
surfaces of the feet, exaggerated knee-jerks and a history of alcoholism. 
The case subsequently proved to be a typical alcoholic neuritis. 

The sensory disturbances may be limited to single nerve trunks or 
they may affect entire limbs, are most aggravated in the peripheral por- 
tions and diminish in intensity as the trunk is approached. It must not 
be forgotten that multiple neuritis is a symmetrical affection, which 
enables differentiation from many conditions not having a symmetrical 
distribution. 

MOTOR SYMPTOMS. 


Various grades of motor insufficiency may be encountered, from 
slight weakness to complete paralysis of all four extremities. A common 
early sign of motor disturbance is extreme fatigue upon slight exertion. 
A patient who always considered himself strong notices a diminution in 
his working capacity, and muscular weakness ensues which he is inclined 
to ascribe to irrelevant causes. From a mistaken belief that his disability 
can be “worked off’ he makes a final effort, but finds himself paralyzed 
and has to seek his bed. The paralysis may become complete within two 
or three weeks or its evolution may take as many months. The result is 
the same. We find the characteristic extensor paralysis in hands and 
feet, followed by various deformities and contractures, because of unop- 
posed muscular action. The usual course is for the lower extremities to 
become affected before the upper extremities, but the reverse may and 
often does take place. As the disease is situated in the lower motor 
neuron, rapid wasting appears in the affected muscles, so that within two 
or three weeks the skin is seen to hang from the bone in large folds and 
muscle tissue becomes scant. ; 

Within a week or ten days some form of reaction of degeneration can 
be discovered in the affected muscles and nerves. In testing for the 
reaction of degeneration the two essential points to remember are: First, 
response to the faradic current is greatly diminished or lost in both nerve 
and muscle. Second, the contraction by galvanism becomes slow and 
vermicular, unlike the contraction of normal muscle, which occurs with 
lightning-like yapidity. 

REFLEXES. 

In every case of polyneuritis, even before muscular weakness has 
appeared, changes in the reflexes are noted. With the exception of those 
few cases in which the deep reflexes are temporarily exaggerated, they 
are always either reduced or absent. In testing for the reflexes it is not 
sufficient to take the knee-jerks; the Achilles jerks should also be exam- 
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ined, as they have been shown to be lost even when the patellar reflexes 
were intact. Reduction or loss of the deep reflexes is an early sign in 
many forms of multiple neuritis and should be looked for in every case. 

Owing to the loss of deep sensibility—the disappearance of the mus- 
cle and joint sense—ataxia occasionally appears as the most prominent 
sign in polyneuritis. More than once has the latter been mistaken for 
tabes because of the presence of this symptom. The ataxia may resemble 
that of tabes, but the Romberg sign—the swaying with closed eyes—is 
usually less marked than in tabes. The cases showing incoordination, 
the so-called neuro-tabes peripherica or pseudo-tabes, are occasionally 
seen in alcoholic or arsenical neuritis, but most commonly in diabetes. 
It is for this reason that the older authors speak of diabetic tabes when 
they really mean diabetic polyneuritis. 

Having considered the important sensory, motor and reflex changes 
somewhat at length, we shall have time only to hurriedly mention some 
of the less constant and, therefore, less important symptoms. 

Edema and vasomotor disturbances in the peripheral parts of the 
body, accompanied by profuse and offensive sweatings, are rarely seen in 
polyneuritis. 

Moderate fever, ranging from one to three degrees above normal, 
may usher in the disease. 

The pulse is slightly accelerated. A pulse of 90 to the minute is still 
considered normal for multiple neuritis. When the pulse rate becomes 
140 and irregular, the vagus nerve is probably implicated and a fatal 
outcome is likely to follow. 

Sphincters are uninvolved except in the few cases in which the sen- 
sorium becomes clouded and the patient passes into a low, muttering 
delirium with extreme exhaustion. 

The causes of multiple neuritis are many and must be carefully in- 
quired into for purposes of diagnosis and treatment. Writers usually 
class them as toxic, infectious, metabolic and cachectic. The most impor- 
tant representatives of the toxic variety are those caused by alcohol, lead 
and arsenic; of the infectious or rather postinfectious type, diphtheria 
holds the first place; diabetes represents the metabolic variety; senile 
neuritis may be considered as fairly representative of the forms of ca- 
chectic neuritis. 

Because of occasional difficulties in early diagnosis, diabetic and diph- 
theritic polyneuritis require special notice. 

DIABETIC POLYNEURITIS. 

This differs from the other varieties in the presence of muscular inco- 
ordination as one of its characteristic signs, while actual paresis may be 
absent throughout its course. Paresthesia, such as numbness, tingling, 
sensation of pins and needles, is common. There may be aching, deep- 
seated pains in the sciatic distribution, tenderness in the soles of the feet, 
but rarely is there severe pain. The knee-jerks and Achilles reflexes are 
lost early. Vasomotor changes, such as local flushings, pallor in hands or 
feet, are not rare. In addition, the ordinary complications of diabetes 
may be seen: gangrene of toes, perforating ulcer of foot, cataract, loosen- 
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ing of teeth, carbuncle, cranial-nerve palsies. It is important to note 
that in a pronounced case of diabetic neuritis the amount of sugar found 
in the urine may be insignificant. The symptoms of diabetic neuritis are 
often confusing and diagnosis must sometimes be withheld until a thor- 
ough study of the case can be made. About three years ago I saw a case 
in which a competent neurologist had made a diagnosis of brain tumor 
when the patient really suffered from diabetic neuritis with cranial-nerve 
palsies and epileptoid attacks caused by angiosclerosis. Considering that 
many of the nervous symptoms in diabetes might be produced by a com- 
plicating polyneuritis, a close study into sensory and reflex changes would 
appear to be almost as necessary as the usual urinary examination, and 
yet I have heard it said that practitioners are great sinners in this respect. 


DIPHTHERITIC POLYNEURITIS. 


When diphtheritic polyneuritis appears in a mild form it is often over- 
looked at a time when its early recognition might have saved a life. 
Writers are not certain whether it is more frequent in children or 
adults. My own impression is that adults are more likely to develop 
diphtheritic polyneuritis because of the presence of accessory factors, 
such as alcohol, tobacco and other poisons, which are known to aid in 
its production. According to James Taylor, who has written an excel- 
lent chapter on this subject in his book on Nervous Diseases of Child- 
hood, the usual time of onset of this complication is from three to four 
weeks after the throat affection, although it may appear even before the 
local affection has disappeared and, on the other hand, I have seen a case 
develop eight weeks after convalescence from diphtheria. The palatal 
paralysis, producing a change in voice and regurgitation of fluids, may 
precede by a few days the tingling and numbness and weakness in the 
lower extremities. The knee-jerks and Achilles jerks will be found 
reduced or absent, and at the same time or preceding the development of 
general muscular weakness paralysis of accommodation with or without 
external ocular palsies may be discovered. In one of my cases symptoms 
appeared in this order: regurgitation of fluid through nares, nasal voice, 
loss of light reflex and paralysis of accommodation, immobility of eye- 
balls from complete external ophthalmoplegia, staggering gait, loss of 
knee-jerks and muscular weakness with paresthesia. The great dan- 
ger in diphtheritic polyneuritis is from involvenient of the vagus nerve, 
which has killed many a patient weeks after he had triumphed over a 
serious, life-threatening attack of diphtheria. 

It will, therefore, be evident that its early recognition is of paramount 
importance, especially in the management of the convalescing diphtheria 
patient. When a clear history of diphtheria or sore throat is obtained in 
a patient suffering from obscure nervous symptoms, polyneuritis should 
at once be thought of. In the absence of such a history, inquiry should 
be made for recent infectious diseases which may have been complicated 
by diphtheria without having produced grave symptoms. A colleague 
of mine, after having attended several cases of diphtheria, developed 
what he thought was a mild case of grippe, which confined him to his 
home for two days. Four weeks later he developed a typical case of diph- 
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theritic palsy. The diagnosis of mild grippe was then changed to diph- 
theria. In the absence of a history of infection, the presence of disorder 
of ocular accommodation, difficulty or cough on swallowing, the regurgi- 
tation of fluids through the nares, in addition to staggering gait and 
absent or reduced reflexes, make a positive diagnosis of diphtheritic poly- 
neuritis. It is superfluous to add that such a patient should under no 
circumstances be permitted to sit up, not even for purposes of feeding or 
the toilet. I am convinced that many a case of sudden death following 
diphtheria has been caused by neglecting this precaution. 


DIFFERENTIAL DIAGNOSIS. 

For differential diagnosis the following points may be of service: 

1. Peripheral neuritis is caused by a poison entering the body from 
without or produced within, which poison can usually be discovered if 
diligently looked for. 

2. The symptoms are found in the motor, vasomotor, sensory and 
reflex nerve elements in various degrees of involvement, because multiple 
neuritis is a disease of principally mixed nerves which, as their name 
indicates, contain motor and sensory nerve fibers. This statement gen- 
erally holds true even if we have to admit that some poisons have selec- 
tive affinities for certain of the nerve elements; careful search will usually 
reveal slight disturbance in fibers apparently unaffected. 

3. The disease affects the peripheral portions of the body first and 
most severely. 

4. Symmetrical distribution is almost the universal rule in multiple 
neuritis. 

5. Sphincter involvement is no part of the symptomatology of poly- 
neuritis ; its very presence is a strong argument against it. 

PROGNOSIS. 

The prognosis is usually good and can be made much better by timely 
and appropriate treatment. Repeatedly have I seen patients who had pre- 
sented the worst,picture of paralysis upon admission, leave the hospital 
without assistance and without crutches. Many patients, perhaps the 
majority, get entirely ‘well; a small number retain atrophies for one to 
two or three years, or even permanently. 


TREATMENT. 

The types following infectious diseases can be largely prevented by 
strict attention to the period of convalescence, in which proper feeding 
and a recumbent posture are essentials, 

In the toxic varieties alcohol in any form is to be strictly prohibited. 
A rational plan is to search out the poison with a view of either removing 
the poison from the patient or the patient from the poison. 

In the acute cases an attempt should be made to shorten the disease 
by the administration of diaphoretics and salicylates with sodium bromid 
in doses of ten to fifteen grains each, repeated every three or four hours. 
The affected parts should be bathed in hot water, or hot water bottles 
may be applied, taking care that the parts are not burned. The applica- 
tion of moist heat either by local packs or general diaphoresis is the best 
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all-round remedy for the pains. If the patient’s general condition per- 
mits, general hot baths may be tried. In debilitated cases, diaphoresis 
should not be used oftener than every second day. Morphin should be 
reserved for the cases in which the pain is so intense that there is danger 
from this cause alone. If given at all, it should be used in single large 
doses to insure the anodyne and hypnotic effects. Never permit the reg- 
ular administration of morphin, because of the ease with which the mor- 
phin habit is created. 

In the progressive cases we must watch the heart, respiration and de- 
glutition. For the tachycardia Remak recommends hypodermic injections 
of caffein or camphor suspended in oil of sweet almonds. When respira- 
tion begins to flag use strychnia in large doses, also artificial respiration 
and faradism over the neck. In the beginning of deglutition paralysis 
galvanism may be tried, in the strength of four to ten milliamperes. 
It is well to remember that involvement of the bulbar nerves constitutes 
the most serious complication of the disease and when this has occurred 
unremitting attention should be given the patient in order to tide him 
over the crisis. 

In every case an attempt should be made to remove pressure from 
the bony portions of the body, in order to prevent the troublesome bed 
sores. Water pillows are very useful for this purpose. Considering the 
frequency with which contractures and deformities follow multiple neuri- 
tis, we must plan early to prevent such occurrences by extending the 
knees and elbows and keeping them in this position. The troublesome 
footdrop can often be prevented by a proper apparatus or even a sandbag 
applied against the sole of the foot, which has been placed in the position 
of exaggerated dorsal flexion. 

In the more chronic cases, strychnia and arsenic are highly recom- 
mended. When anemia is present, iron will have to be added. In dia- 
betic neuritis the diabetes will require attention. 

In recent years the routine treatment of all forms of polyneuritis 
with strychnia sulphate or strychnia nitrate hypodermically has deserv- 
edly come into general use, and it must be acknowledged to be the best 
single remedy we have in this disease. Its administration can be begun 
with 1/30 grain and it can be gradually pushed to 1/10 grain and even 
14 grain three times daily. This treatment can be continued for months 
without unpleasant after-effects. Even children will tolerate large doses, 
although one must be cautious in the administration of strychnin to chil- 
dren. Orthopedic measures will suggest themselves in the correction of 
unavoidable ‘contractures and deformities. And last, but not least, elec- 
trical treatment, proper massage, passive flexion and extension will have 
to be used systematically over long periods of time; treatment should be 
begun as soon as the acute pains have subsided and should not be discon- 
tinued until the patient has completely recovered. 
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CONSTITUTIONAL AMENDMENTS REQUIRED. 

Although a great deal of care was expended by the committees of the 
A. M. A. and the state societies in the preparation of the constitution for 
the government of the state medical organizations, singularly enough, 
some important omissions occurred which are gradually coming to notice. 
This fact is no criticism on the work of the committees, but shows how 
impossible it is to foresee every emergency in building up an instrument 
for the government of large bodies of men. The omission which has 
recently been found is the failure to provide for the filling of a vacancy 
among the officers of the organization in case of the death or disability of 
the officer elected by the house of delegates at the annual meeting. It has 
recently occurred that a prominent officer, because of failing health, is 
unable to fulfill the duties of his office, and at the recent meeting of the 
council, when this was disclosed, it was found that there was no authority 
in the constitution or by-laws to elect a man in his place. The council, 
acting on the theory that common sense should be used when no law 
exists, made arrangements to appoint a member to act in the place of the 
disabled officer till the next annual meeting. At the annual meeting it is 
to be hoped that steps will be taken to fill in this or other gaps in the 
by-laws of the State Society in order to cover any emergency along this 
line. 

The predicament of the Illinois State Medical Society is insignificant 
when compared to that of the Nebraska State Medical Society, as that 
organization last year lost its president by removal from the state soon 
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after his election, and the secretary, who had been elected for a full term 
of three years, started on a journey around the world, intending to be 
absent a year, showing that other organizations whose constitutions were 
modelled on the same lines as ours are equally in need of some legisla- 
tion along this subject. 





PAY PATIENTS IN INSANE HOSPITALS. 

The July, 1907, Bulletin of the Illinois Board of Charities very ap- 
propriately takes up the subject of pay patients in state hospitals for the 
insane and draws some interesting conclusions from usages, both in this 
and other states. A new law governing this subject was passed by the 
last legislature, providing that the Board of Public Charities shall de- 
termine the charge against the relatives or other responsible persons for 
the entire care of patients, the employment of agents being authorized 
for the special purpose of ascertaining whether the relatives or other 
responsible persons have sufficient financial ability as the basis for the 
action of the state. As yet the board has not taken up this work because 
it is not provided with funds to employ the special agents. The act is 
modelled after a New York statute covering this ground. The state 
commission in lunacy of New York employs six agents who are furnished 
at the beginning of each month with a complete list of patients admitted 
during the preceding month together with addresses of the nearest rela- 
tives. The duty of these agents is to fully investigate and report to the 
commission as to what property may be available for the support of the 
patients. The commission thereupon fixes a rate and enforces payment 
to the hospital on the basis of such rate for maintenance. This is the 
class designated as “reimbursing” patients. 

It is believed that if the new law is administered with the same result 
as in Massachusetts it could provide more than $700,000 in the next two 
years. This would help the state very materially in elevating its chari- 
table services to a modern level of efficiency. With this sum an epileptic 
colony and a state sanatorium for consumptives could be provided. The 
board has canvassed the results in all the states and the Canadian prov- 
inces and reached the following conclusions: 

1. One gratifying fact appears in the experience of a number of 
states, in that, while many who are able to care for their relatives in the 
state institutions are seeking to escape their responsibility, there are mul- 
titudes of cases where the ability is not sufficient to meet the require- 
ments of the statute, but where friends are voluntarily providing such 
support as they can. 

2. It is evident from the experience of a number of states that the 
local agencies for collecting funds from friends of patients are too often 
subject to political or other influences to render them best suited to this 
duty. 

3. The institutions themselves have been unfortunate in acting as 
collecting agencies with loss of revenue to which they were entitled and 
with friction which tended to interfere with the smooth running of their 
machinery. 
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4. The method which has been most successful has been that in which 
the state takes entire charge and employs its own agents for getting the 
information on which the question of adjustment of private support de- 
pends. 

5. In all the best experience it appears that the enforcement of the 
provisions requiring private support is dependent on the use of good 
judgment in adapting the rule to the conditions attending the individual 
case. By the adoption of this spirit and by providing for partial support 
where the family or estate is not sufficient to meet the demands in full, 
the work of the institutions has been advanced by large additions to their 
means of maintenance, which otherwise would have been lost. The ex- 
ample of Massachusetts, which is set forth in some detail, seems to em- 
body the most successful standard. Massachusetts derived 14.6 per cent. 
of its hospital support from private patients in 1905 and about 16 per 
cent. in 1906. 

6. It will be noted as the most uniform policy that all patients are 
treated alike in the state institutions, whether they are maintained at 
public or private expense. No class distinctions or contracts based on 
pecuniary conditions are allowed. No difficulty is observable anywhere 
in carrying out this principle of management. The apprehension some- 
times raised by this question may, therefore, practically be dismissed. 

?. The terms current in designating the two classifications of patients 
indicate that there is quite a divergence in the usage, although the em- 
ployment of the more considerate terms is the free privilege of all. In 
come states it seems to be a part of the policy of disciplining the rela- 
tives into partial support to apply the term “pauper” even when the 
patient is not a pauper in any true sense, but always has been an indus- 
trious, honorable and productive member of society, being only laid aside 
by accident or misfortune. The term “public” patient would have no re- 
proach and has a legitimate and easily understood application, in con- 
trast to “private” class. Its general use might be considered in lack of a 
better term. The term “lunatic” has all but disappeared from the public 
nomenclature, as it has from the public superstition. Most states have 
dropped the use of the word “incurable” as the public designation of a 
hospital to which human beings who still possess sensitive feelings may be 
committed. 





THE COUNTY SOCIETY AND ITS SECRETARY. 


Dr. B. R. McClellan, of Xenia, Ohio, President of the Ohio State 
Medical Society, in his presidential address at the last meeting of the 
society, made the following remarks concerning county societies and 
secretaries. Dr. McClellan, like our last President, Dr. Percy, spent a 
great deal of time in visiting the county societies during his term of 
office and undoubtedly knows whereof he speaks: 

“During the year past, it has been the pleasure as well as the duty 
of the speaker to visit many of the county societies of our state. Without 
exception can it be said that wherever many men were found who really 
graced our profession there was to be found a good medical society with 
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men living in harmony with each other. On the other hand, where many 
men were found who disgraced their calling, whose offices were dingy 
and untidy and devoid of modern equipment; where the men themselves, 
unshaven and in soiled linen, spent much time scandalizing each other, 
there organization languished and harmony and good fellowship were 
untasted and unknown fruits. As a rule, the fault lay at the door of an 
incompetent secretary. So important is the duty of a county secretary 
that many of us are not unwilling to accept the dictum of that prince of 
secretaries, Dr. John B. Donaldson, of Cannonsburg, Pa., who says that 
‘anything may do for a President of a county society, but not so as to a 
Secretary.’ 

“Undoubtedly the secret of his success is found in that other expres- 
sion, to wit: ‘I would rather be secretary of a county society than presi- 
dent of the American Medical Association.” Such a lofty conception of 
the possibilities for doing things, that make for the uplift of our profes- 
sion, is proof positive of qualification for such service.” 





AS OTHERS SEE IT. 


The chairman of the Section on Surgery of the Iowa State Medical 
Society, Dr. John Hamilton, of Cedar Rapids, at the last annual meeting, 
made the following remarks in his address which we believe will prove 
interesting to our readers: 

“What do statistics mean to the public and to the operator? They 
should mean everything and they mean nothing. Most surgeons should 


not undertake operations in which there is a very high mortality, and 
when we urge a patient to be operated on we should be able to say that 
such a number die from the operation, such a small number receive no 
benefit, and that so many obtain the result we want. As it is to-day, our 
statistics mean nothing. Not long ago in Chicago I saw a case in the 
hands of a noted surgeon. History, 23 years of age, married 16 months, 
for 3 months had had some disturbance of the digestive tract. The 
operator said: ‘Gentlemen, this is a case of tubercular peritonitis, prob- 
ably confined to the glands of the mesentery, which I will remove.’ On 
opening the abdemen, a four months’ gravid uterus presented. The oper- 
ator then removed ® normal appendix and closed the abdominal wound. 
After the resident had filled out the history sheet I read it. Diagnosis, 
acute appendicitis; operation, removal. Another case in the clinic, a 
man, 76 years of age. Removal of the prostate by the perineal route. 
One hour and seventeen minutes under ether before he was touched with 
the knife, and then when the blood was flowing from the perineal route 
and shock was extreme an assis‘ant shaved his head and removed six 
sebaceous cysts. And, again, in the radical cure of the inguinal hernia, 
the incision could not have been any longer unless the woman was turned 
over and incision continued up her back; and all the time the operator 
was passing back and forth between the spectators in the pit, bringing his 
ungloved hands in contact with their dirty gowns and then into the abdo- 
men of the next patient. What do the statistics of that operator mean 
when we read them? Nothing. In one of the larger hospitals of New 
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York City where many hysterectomies were being done, the dressings 
demonstrated infection, but a nurse could not write pus on a history 
sheet, but must write a serous discharge of a yellow or greenish color. 
Are the statistics of the operators in that hospital worth reading and 
being governed by? And so it goes. Let the statistics we present be 
honest and let us demand honest statistics from the operators we are 
going to listen to and follow.” 





OSLER NOW WARNS PHYSICIANS. 

Prof. William Osler, formerly of Johns Hopkins Institute, Baltimore, 
now of Oxford, London, England, has recently given the following ex- 
cellent advice to physicians. He apparently believes there is a good deal 
of sound sense in the aphorism: “Physician, heal thyself.” In lecturing 
to students of St. Mary’s Hospital he said that success in their profes- 
sion is largely a matter of good health, and in this respect doctors were 
notorious sinners. “If you don’t work too hard you smoke too much and 
are indifferent about exercise. The best students seem to pay the least 
attention to Nature’s laws.” 

Osler has administered some other salutary advice. For instance, he 
says: “Don’t be skeptical. He is the best doctor who knows the worth- 
lessness of most medicine. Study your fellow-man, fellow-woman and 
learn to manage them. Remember above all things that you are in the 
profession as a calling, not as a business. Once get down to the purely 


business level and your influence is gone and the light of your life goes 
out.” 





CHAFEE OF SHELBYVILLE. 


Senator Chafee, of Shelbyville, has been known to the profession of 
medicine as the prime advocate of osteopathic legislation, having intro- 
duced bills having for their object the establishment of a board for the 
licensing of osteopaths and active in forcing them to favorable action. 
The Senator met his Waterloo recently when he attacked the Lieutenant- 
Governor for his speech made at the opening of the Senate in special 
session. Senator Chafee charged that the Lieutenant-Governor was a 
dyspeptic and a victim of a disordered liver and, being without a wife to 
quarrel with, he took his spite out on the Senate. Lieutenant-Governor 
Sherman soon relieved his mind of the disease theory and came back at 
him with the following remarks on his record: 

“As I have just said, I entertain the highest regard for each and 
every member of this body. There is one man, however, whose peculiar 
political methods prompt him to stoop to the degraded level of person- 
ally attacking men who differ with him on any question. He is short 
sighted and not willing to believe that it is possible for any man to see 
farther into a question than where the vision of his owl eyes stop. Yes, 
thank God, I have a lot of nerve, have had it all my life, and I am proud 
of the fact that I know how to use it. There is the shoe; if it is a little 
tight and small for you, crowd your foot into it and wear it and squirm.” 

“The Senator’s attack,” continued the Lieutenant-Governor, “comes 
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in poor grace from one who alone opposed an appropriation to enable the 
state to prosecute the Illinois Central and recover several million dollars 
due the state. The trouble with this Senator is that it takes an idea too 
long to pass a given point in his brain. It takes gall, usually, to tell the 
truth. I told the truth, although I reflected on no one and impugned no 
motives. My remarks yesterday concerned the public good. 

“The condition of my stomach or general health is not a matter of 
public concern. My liver is in just as good order as the Senator’s. He 
attacks all corporations except those he is personally interested in. He 
has been unsuccessful in the Supreme Court and, like other lawyers in 
his fix whom I have seen and heard, evens up his disappointment and 
chagrin with abuse of the court. The garment I cut here yesterday fits 
no Senator so well as it does the Senator who has just spoken. It fits 
him closely and tightly; if the shoe pinches, let him squirm.” 





CONTRACT PRACTICE. 

The subject of contract practice is one that seems to be engaging the 
attention of a great many of the local societies of this and other states, 
and for this reason we have been requested by several to make it the sub- 
ject of an editorial. By reference to our Society News columns it will 
be seen that the Fulton County Society utterly condemns the practice. 

The different organizations making contracts for medical attention 
probably may be included in the following list: First, railway and street 
car systems; second, coal mining companies; third, manufacturing es- 
tablishments; fourth, city, township, county and state authorities; fifth, 
lodges and sick benefit societies. From this extensive list, which includes 
not one or a dozen but hundreds of different organizations, it must be ap- 
parent that the subject is more complicated than would appear at first 
thought, and owing to this matter must be considered on very broad lines. 

As a general statement, we think it will be conceded that lodge con- 
tract practice is not a good thing, and in proof of this contention we quote 
from a recent letter written by Dr. J. C. McCormick, who has prob- 
ably had more experience in dealing with such questions than any other 
single medical man in the country. In answer to a question on the sub- 
ject of lodge practice, he says: “An answer to an inquiry like this is 
so patent that it is difficult to make. Lodge practice of all kinds is de- 
grading to the profession and still hurtful to the people, and the Eagles 
present the matter in its worst form. It would be better for the doctor 
to take it up frankly with his county society and abide by whatever de- 
cision is reached. It is often a temptation to a young man to try to get 
practice in this and other illegitimate ways, but if there is anything in 
him he will succeed better by adhering to the tenets of the profession 
which embody the wisdom of the ages and he will regret every day 
that he lives that he ever departed from them.” 

Dr. McCormick’s remarks are certainly true, but at the same time it 
should be well understood that certain forms of contract practice seem 
to be absolutely necessary and that this is largely a question which must 
be settled by the local society in every community where it prevails; 
furthermore, it should be understood that if it is not dealt with on the 
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broadest possible grounds really more harm than good will result from 
agitation of the subject. It should always be recognized that each prac- 
titioner as regards his compensation for services must stand on his 
own merits, otherwise the profession will fall into one of the greatest 
errors of the modern trades union, which gauges each man by one fixed 
rule, giving to each the same compensation, no matter what may be the 
character of the work accomplished. 

In conversation with a leading practitioner of Chicago we learn 
that the price of visits in that city varies from ten cents to five dollars, 
and the charge of the five-dollar practitioner is not influenced in the 
slightest by the ten-cent practitioner and vice versa. Each one gets 
what his services merit and what he is able to command from his clients. 
This is quite true in the practice of the law and every other profession, 
and we can not and should not be arbitrarily regulated by any dictum 
of any society. We hope, therefore, that while the general proposition 
that contract practice as usually understood is detrimental to the inter- 
ests and dignity of the medical profession, that matters will be treated, 
as we before said, along general lines and with full understanding of all 
interests concerned. Finally, we would warn the young practitioner of 
the dangers of undertaking lodge practice at cut rates. Such a step al- 
most invariably means professional incompetency and rarely results in 
the gaining of a profitable practice. On the contrary, where cut rates 
begin there is no limit to the depth of the cut and finally all practitioners 
and the community suffer. No man of wisdom desires to have himself 
classed as a “cheap doctor.” 





Scientific Editorial. 


THE PRESENT POSITION OF RONTGENTHERAPY. 

In spite of many prophesies to the contrary, Réntgentherapy is still 
with us. It has passed through the stage of shouting and tumult and 
now has reached a condition of quiet existence in which we may judge 
of its past results and estimate its present claims of usefulness. What 
then does it amount to? Has it justified its use and added anything of 
worth to therapeutics ? 

Briefly it may be stated that according to the findings of its early 
conservative users (and we are only concerned with the claims of this 
class) Réntgentherapy bids fair to be of more or less benefit in a large 
class of skin diseases, including some diseases of the appendages of 
the skin, notably acne, various mycotic and bacterial diseases, various 
chronic inflammatory diseases, some of the infective granulomata and 
other connective tissue tumors; in pseudo-leukemia and leukemia; and 
in malignant growths. How do these prospects look in the light of pres- 
ent experience? 

As to its use in skin diseases, not including for the moment epi- 
thelioma, Réntgentherapy has proved its right of existence. While there 
is some difference of opinion as to its field of usefulness, as there is, for 
example, to that of every drug, it has been adopted almost universally 
by dermatologists. There is general agreement as to its value in acne, 
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in tinea tonsurans and favus, in infectious diseases of the follicles of 
the skin, in blastomycosis and lupus, in chronic scaly inflammatory 
dermatoses, like chronic eczemas, all extremely intractable diseases for 
which efficient remedies were greatly needed. This is a formidable group 
of diseases, but it leaves out of consideration various other conditions 
in which it is of value, but for which we already have satisfactory forms 
of treatment, and it also fails to include some very rare diseases like 
mycosis fungoides, in which x-rays have proved to be the first remedy 
of positive value. In tuberculosis, aside from lupus, Réntgentherapy 
may make some claims for usefulness in tubercular glands and in other 
subcutaneous foci of tuberculosis. In tubercular glands it is often of 
great value. In pseudo-leukemia and in leukemia it is undoubtedly of 
great temporary value in many cases. In advanced cases the patients 
may fail to improve, but as a rule great improvement follows its use. 
This, however, is temporary and sooner or later, it may be months, it 
may be even several years, the patients succumb. But even granting 
that x-rays are only palliative in these conditions, Réntgentherapy is 
still the one specific method which markedly benefits these progressively 
fatal diseases. 

In malignant growths there is, of course, wide difference of opinion 
concerning Réntgentherapy. This much must be admitted, for z-rays: 
they can cause the disintegration of malignant cells, both carcinomatous 
and sarcomatous, and this process of destruction can be controlled in 
superficial growths so that these lesions may be destroyed without de- 
stroying their healthy stroma. It follows that at times great improve- 
ment can be produced in inoperable lesions and some lesions can be 
removed in this way which can not be successfully treated by any method 
requiring complete destruction of all the tissues in the invaded territory. 
It would seem, therefore, that the reasonable attitude in inoperable 
malignant growths is to give such cases the opportunity of receiving 
any benefit that may come from Réntgentherapy. And there is no doubt 
that there is real benefit in some of these cases. For example, some of 
the cases of recurrent carcinoma of the breast first treated with 2z-rays 
are still living. In epitheliomata, which from their superficial extent 
may be inoperable, z-rays offer the most practicable method of treat- 
ment. In operable epitheliomas the method of treatment is a question 
of personal choice. Pusey’ has recently reported the results in a series 
of one hundred and eleven (111) unselected epitheliomas treated more 
than three years ago with z-rays. Some of these patients have been 
well for more than five years, and of the entire 111 cases 80 cases, i. e., 
72.5 per cent., show after three years successful results. Leaving out 
of consideration the palliation which is shown by many of the 31 cases 
which he does not include among the successful results, that is a record 
which shows that Réntgentherapy in epithelioma is entitled to respectful 
consideration. 


There would seem to be no room for doubt that in the present state 
of our therapeutical equipment the z-ray is an agent which has a wide 
field of usefulness in the hands of conservative and intelligent users. 


* International Dermatological Congress, September, 1907. 





COUNTY AND DISTRICT SOCIETIES 


ADAMS COUNTY. 


The Adams County Medical Society held its usual monthly session, September 
9, in the Elks club rooms, with the president and secretary in their usual places. 
Others present were: Doctors Bates, Shawgo, J. B. and Kirk; Meyer, Anderson, 
Koch, Williams, W. W. and J. G.; Robbins, Ericson, Johnston, Schullian, Chris- 
tie, Hart, Ashton, Pfeiffer, Reticker, Nickerson, Montgomery, Zimmermann, and 
Wells; Miss Wheeler and a number of the nurses from Blessing Hospital. A 
report from the Entertainment committee showed a balance in its hands of $35.50 
as a result of the August meecing and excursion. Dr. G, A. Lightl, of Plainville, 
was declared elected to membership in the society, and the application of Dr. 
A. W. Miles was referred to Board of Censors. A committee of arrangements 
was named to look after the details anent the meeting of District Medical Society 
in this city, October 25. Luncheon was served at Newcomb Hotel. 

In the afternoon Dr. E, Zimmermann read a clinical report of a case of peri- 
typhlitis which resembled that of acute appendicitis and ileocecal tuberculosis. 
A primary appendectomy was done, and then about three weeks later on account 
of obstruction of the bowels an intestinal anastomosis was made, using the Mur- 
phy button. The patient made a good recovery. This paper elicited quite a gen- 
eral discussion, the trend of which seemed to indicate that the right lower quad- 
rant of the abdomen gives rise to troubles other than those in the appendix, whose 
pathology in these :ater years has rather obscured such conditions as typhilitis 
and perityphiitis. 

Dr. J. A. Koch then presented an able paper on Dust: Its Relation to Disease, 
in which he showed that dust is a product of industrial and commercial activi- 
ties, and by its pathogenic germs gives rise to numerous ills and diseases in the 
human.and brute races. An interesting discussion followed this paper as well as 
that of Dr. Charles E. Ericson on Domestic Animals as a Source of Contagion. 
This paper was one broad and general in its scope and emphasized the danger 
to man of contagion from the domestic animals and pets. 

Dr. R. J. Christie showed a specimen from a case of appendicitis fulminans 
successfully operated upon by himself and Dr. Rice. The interesting features 
being the rapidity of the onset, at 5 o’clock in the morning, and when operated 
upon at 3 p. m. the same day the pelvis and abdomen were almost filled with 
flocculent pus. The Fowler position and continuous installation of normal saline 
brought a good recovery. Dr. Otis Johnston showed a specimen of multilocular 
ovarian cyst, containing over a gallon of fluid. The patient was a young women, 
22 years old, of athletic habits. CLARENCE A. WELLS, Secretary. 


DOMESTIC ANIMALS AS A SOURCE OF CONTAGION, 


Cuartes E. Ericson, M.D. 
QUINCY, ILL. 


The question of the relation of animal disease to the public health is one which 
has not until comparatively recent years attracted the scientific study which its 
importance demands. This statement becomes self-evident when we consider 
that to-day the prophylaxis of disease is decreasing our death rate fully as much 
if not more than specific medication. 

The animal organism is a complicated machine; we do not know all the physi- 
ological laws which control it, neither are we absolutely certain of the best 
means by which we can to a great extent prevent the spread of disease, not only 
among ourselves, but among our domesticated animals as well. It is not only 
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true that human life is in danger by the consumption of products of previously 
diseased animals or from the consumption of improperly cooked flesh, but quite 
a number of animal diseases are capable of being transmitted by direct means. 
With the extension of civilization the diseases of man and animals follow a sim- 
ilar course. If the march of empire makes its way westward disease accom- 
panies it. 

In all strictly contagious diseases in which the infection is due to a specific 
micro-organism the elements causing infection are generated within the diseased 
organism, pass off with the excretions or are attached to them. It is well under- 
stood that whenever infectious organisms are produced their generation and pro- 
mulgation depend upon three requisites for their growth, i. e., heat, moisture and 
light. The manner of their propagation, whether by direct cell division or by 
spore formation, is of little interest to us here. There is, however, no more 
important question than as to the means by which they become dispersed from 
their place of origin and again the manner in which they enter the animal organ- 
ism. Briefly, this may be summarized as follows: 1. By direct inoculation. 2. By 
means of infected water or milk supply. 3. By consumption of flesh of diseased 
animals. 4. By means of flies and insects. 

In the consideration of the diseases of our domesticated animals which are 
communicable to man, we find that the following are the more important: 
1. Diseases of cattle. (a) Tuberculosis, (b) anthrax, (c) tenia saginata, (d) 
actinomycosis. 2. Diseases of the dog. (a) Tenia ecchinococcus, (b) rabies. 
3. Diseases of the horse. (a) Glanders. 4. Diseases of the hog. (a) Trichinia- 
sis. 5, The exanthemata transmitted by the common house pets. 

When we consider that a large proportion of our meat and milk supplies are 
derived from the bovines, the possibility of a tubercular infection from this source 
becomes an important etiological factor. In 1898 Theobald Smith and later 
Koch contended that bovine and human tuberculosis were separate infections. 
There is still a difference of opinion as regards this question, though most authori- 
ties are inclined to share the views of Koch and Smith. 

Tubercle bacilli have been found in cow’s milk, and there can be no doubt that 
in some cases children are infected in this manner. There are many, however, 
who are inclined to the belief that this form of infection is not as frequent as 
was one time supposed. Milk that contains tubercle bacilli would produce pri- 
mary intestinal tuberculosis. This condition, however, is comparatively rare if 
the enormous frequency of tuberculosis in cattle is considered. The highest 
statistics gives 7.4 per cent. (Heller), the lowest 0.5 per cent. (Ganghofner) of 
primary mesenteric or intestinal tuberculosis in children. The statistics given 
by English writers are, however, much higher. The statistics given by Gang- 
hofner show practically no relation between the occurrence of human tuberculo- 
sis and that of mammary tuberculosis of the cattle in the same districts. The 
tubercle bacillus has also been demonstrated in butter, which on experiment has 
proved virulent toward animals. In a few isolated cases the meat of diseased ani- 
mals has proved infectious toward man. Owing to the fact that tuberculosis of 
muscle is extremely rare, the source of infection might have been the result of 
contamination with tubercular material from other portions of the animal body. 

When we consider the striking similarity between certain forms of animal 
and human tuberculosis, as well as certain conditions determined experimentally, 
we can not fail but recognize the close analogy and resemblance of certain details. 
Intravenous injections have produced alterations practically identical with acute 
general miliary tuberculosis in man. The changes in the intestinal tract conse- 
quent upon and resulting from experimental feeding are practically analogous to 
the intestinal tuberculosis, both isolated and combined, in man. The corneal, 
genital, oral and other forms of tuberculosis resemble more or less perfectly the 
same forms. The infection involving the lymphatic glands, secondary to infec- 
tions from the mouth, nose, etc., correspond closely with the gland diseases 
grouped as tuberculosis. 

It has been noticed that following experimental inhalations in certain animals, 
especially the guinea-pigs, there is an absence of the cavities characteristic of the 
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consumptive, but this is probably due to the fact that the rapid distribution of 
the bacilli caused death before cavity formation. In some cases, however, in 
which the progress of the disease is impeded, as in those cases where the inhala- 
tion is small in amount, cavities may occasionally develop. 

Even in ancient times anthrax was known as a pestilence of animals and as 
such was particularly feared. In 1849 Pollender first recognized the presence of 
the anthrax bacillus in the blood of animals infected with the disease, and in 1855 
correctly designated it as being of vegetable origin. In 1863 Davaine was the 
first to show the causative relation of these bacilli to anthrax, his observations 
being proved correct at a later date by Robert Koch. 

Anthrax bacilli which find their way into the ground in the discharges of 
affected animals or in the burying of an anthrax cadaver may, under favorable 
conditions, develop and form spores which infect plants growing in the earth. 
The conditions favorable for their saprophytic growth are found in certain re- 
gions, especially near rivers and swamps, where the requisites, heat, moisture 
and plentiful amounts of decaying vegetable matter are in abundance. This 
explains why in certain regions anthrax occurs so frequently in animals and why 
at certain times the disease may become endemic. It also explains why the dis- 
ease is practically limited to herbivorous animals and why the carnivora are 
rarely attacked. Althovgh it is possible for the disease to be transmitted by 
means of insects, the latter having taken up the poison from the diseased animal 
or from the cadaver, the greater majority of cases result from the ingestion of 
spores with the food. 

The clinical picture of anthrax in animals is not always the same. If the in- 
fection arises as a result of wounds in the skin or mucous membranes, local 
phenomena characteristic of anthrax develop—edema and carbuncle, followed by 
general infection and consequent symptoms. In sheep the gastrointestinal form 
of the djsease may terminate fatally within a very short time; in cattle the 
acute cases may last from a few hours up to a day. The subacute cases are of 
longer duration. 

Since the source of anthrax infection in man is exclusively from animals, occu- 
pations which bring them in direct contact with infected animals or their cadavers 
are most liable to infection. This list includes cattle dealers, shepherds, butchers 
and dealers in hides. Those who handle the products of infected animals and 
those who use them in manufacture are also occasionally attacked. These in- 
clude tanners, furriers, etc. Fortunately, man is less liable to the infection than 
are herbivorous animals, and consequently even in times of an epidemic there is 
a disproportion of cases in man and animals, 

The infective agent of anthrax may enter the human organism in different 
ways. If by the skin or mucous membranes there has been practically always 
a solution of continuity at the point of origin. Again, the spores of the anthrax 
bacilli may be shaken off with the dust and then inspired into the lungs of work- 
man handling the products of infected animals. There then develops the so-called 
pulmonary form of the disease. A much rarer form of the infection is for the 
spores of the infective organism to come directly or indirectly in contact with the 
food ingested, reach the oral cavity and thus enter the gastrointestinal tract, 
producing this form of the disease. The gastrointestinal form of the disease has 
also resulted from the ingestion of milk and its products, and from eating the 
meat of an anthrax animal. Several anthrax epidemics have occurred after the 
use of infected meat. During these epidemics, however, it was observed that the 
use of meat so infected did not always produce the disease, for after the ingestion 
of quite a large amount, even when not properly cooked, the disease did not fol- 
low. This is probably explained by the fact that the infective agent was de- 
stroyed by the gastric juice, a fact which has been determined experimentally in 
animals. In rare cases the point of anthrax infection can not be determined, nor 
will an autopsy clear the situation. 

The tenia saginata or beef tapeworm is the most common tapeworm of North 
America. The parasite is acquired by man through the eating of raw beef. It has 
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not been definitely decided whether the “measles” of this worm occur in man, but 
some authors (Arndt, Heller) believe that such an occurrence does take place. 

Actinomycosis is a chronic infective disorder produced by the ray fungus, 
streptothrix actinomyces. The disease is widespread among cattle and occurs to 
some extent among pigs. The name actinomycosis was first given to the disease 
by Bollinger in 1877, the ray fungus as the true cause of the disease being first 
recognized then. In 1850 Davaine described the yellowish granules in the fungus, 
with its whey-like formation, but he failed to identify it correctly. A short time 
after the condition had been recognized by Bollinger the same disease occurring in 
man was correctly diagnosed. 

Notwithstanding the fact that actinomycosis in cattle is a comparatively fre- 
quent affection, its direct transmission to man is comparatively infrequent. Those 
cases in which there has been a possibility of direct infection have occurred in in- 
dividuals who were occupied with the care of looking after sick animals. Bol- 
linger assumed that the disease was transmitted by the milk, but this avenue 
as well as by means of infected meat must be doubted. The disease for the 
most part involves the muscular structures of the tongue, pharynx and esophagus 
in those cattle affected, and practically disorganizes these structures. The in- 
volvement of other muscles in cattle is rare, though it does occur to some extent 
in pigs. Again, the fungus is very susceptible to heat, a temperature of 75 C. 
having destroyed it after a period of five minutes. Meat then sufficiently cooked 
would be practically harmless. 

It is hardly questionable that in man similar to the case of cattle, that the 
source of infection is due to vegetable constituents to which the fungus adheres. 
That plants can be easily infected has been readily demonstrated, the fungus 
having been found on barley, rye and beans; in earth infected with the fungus 
the latter has been demonstrated microscopically as well as by culture. That 
vegetable substances play an important rdle in the causation of this disease is 
shown by the fact that the condition develops frequently in those who are in the 
habit of chewing grain and placing blades of straw, etc., in their mouths. Sta- 
tistics have shown that by far the greater number of cases occur in the country 
from August to January, during the period when the grain has ripened and is dry, 
as well as during the time when it is handled, marketed and shipped. 

The portal of entrance can not be determined in all cases, but for the most part 
the infection can be said to have come through the mucous membrane of the oral 
and pharyngeal cavities. Some investigators are inclined to attribute to caries 
of the teeth an important etiological rdle. The development of the fungus within 
a carious tooth has never been demonstrated, but owing to the fact that defective 
teeth are usually injurious to the mucous membrane of the mouth this condition 
is only probably an important predisposing factor. 

The fungus rarely finds its way into the human body by means of the respira- 
tory tract or of deeper parts of the gastrointestinal tract. 

The tenia ecchinococcus in man is found most often in those countries in 
which man is brought into direct contact with the dog. This is particularly so in 
Australia and in Iceland; in Great Britain and in North America the disease is 
comparatively rare. , 

The clinical picture of human hydrophobia or rabies, when once fully estab- 
lished, is unquestionably one of the saddest conditions which occurs during the 
practice of the physician. The sudden onset, the long period of incubation, the 
fear of the development of the disease, the frightful, painful suffering itself and 
finally the uncertainty of a cure When once established all contribute to make 
this one of the most terrible conditions to which human flesh is heir. 

The contagious element is as yet unknown, but undoubtedly exists in the 
saliva of the rabid animal. This, then, can only enter the human organism as a 
result of a bite from the animal so afflicted. Theoretically, a wound could be so 
infected and this has been proved to be correct experimentally, but in practice 
practically all cases follow the bite of the rabid animal, nine-tenths of the cases 
being attributed to the dog. 

While dogs are perhaps the most frequently affected with rabies, practically 
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all mammals, wild or tame, may be attacked. The long period of incubation is 
naturally also responsible for the fact that the infection is often carried to places 
quite remote and then suddenly appears again. While the saliva and salivary 
glands have long been recognized as one of the chief sources of the infectious 
material, whether bacterial or chemical, it has also been found in other structures, 
namely, the tear glands, pancreas, mammary glands, testicles, adrenal bodies, ete. 
The contagious element, however, is found in largest amounts in the nervous 
system, the central nervous system being for the most part involved. 

As regards susceptibility, it may be said that practically all are susceptible. 
It has been said that the danger of contracting the disease is influenced decidedly 
by the extent and seat of the infecting bite. Large, deep and numerous wounds 
are considered the most dangerous. Those involving the face and hands are more 
liable to be followed by symptoms of the disease than if other portions of the 
body were the seat of origin. 

The Bacillus Mallei, the infectious agent causing glanders, was dicovered by 
Loeffler and Schutz. The transmissibility of glanders from animal to animal has 
been known since the fifth century, but the knowledge that man could be infected 
from a diseased animal is due to Osiander, who first recognized it in 1783. 

In about 90 per cent. of the cases in the horse the affection is chronic, in 
some cases lasting several years. The nasal mucosa is usually first attacked and 
later general symptoms, with perhaps involvement of the respiratory tract. 

Fortunately, of late years the transmission of the Bacillus Mallei to man 
has been a comparatively rare occurrence. Since the transmission is, however, in 
nearly every case direct, the occurrence in hostlers, coachmen and others con- 
nected with the handling of horses can be easily explained. 

The agent of infection most generally enters the organism by way of the 
skin and the mucous membrane, an abrasion of these structures being required. 
The pulmonary method of invasion has not as yet been recognized. Infection 
of the gastrointestinal tract is also doubtful. To determine this question, De- 
croix, upon several occasions, ate the meat of animals infected with glanders with- 
out becoming ill. 

Man is infected with trichinosis by eating the flesh of the trichinous hog. 
Statistics given by the Germans, in whose country a thorough microscopic exami- 
nation of all swine flesh is made, shows the proportion of trichinous hogs to be 
about one in eighteen hundred. The proportion in this country is about the 
same. 

The liability to infection depends entirely upon the mode of preparing the 
meat. If all parts of the meat are brought to the boiling point the parasite is 
destroyed, but in the large joints the central portion is often not brought to this 
temperature, and hence, if this portion of the meat is eaten, there is a consider- 
able danger of infection. The greatest number of cases probably occur in Ger- 
many where raw ham and wurst are freely eaten. In this country as well, the 
greatest number of cases have been among the Germans. Salting and smoking 
the meat are not always sufficient, as experiments have shown that animals may 
be infected when fed with meat so prepared. 

Sporadic forms of the disease are more. frequent than supposed. Osler gives 
statistics of 505 unselected autopsies with 27 cases of trichinosis having been 
found. The subjects had all died of other causes. Extensive epidemics may occur, 
the most frequent being those reported in northern Germany. 

Recognizing, then, the importance and frequency of the diseases of our do- 
mestic animals which are transmissible to man, the question of hygiene as affect- 
ing the public health resolves itself into a few brief statements: 

1. All animals known to be suffering from tuberculosis, glanders, actinomyco- 
sis, etc., should be at once slaughtered and their carcasses cremated. 

2. Dogs known to be suffering from hydrophobia should be at once killed; if, 
however, there is some question as to whether or not the disease is present the 
animal should be locked up where it can do no harm, because in some cases the 
elements of uncertainty will do as much damage to the individual as the disease 
itself. 
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3. There should be a thorough inspection of all meat and milk supplies. This 
preferably should be governmental. 

4. All meats should be thoroughly cooked before ingestion. 

5. Animals known to be suffering from any one of these transmissible diseases 
should be handled by those familiar with their nature and who will take the nec- 
essary precautions to prevent their transmission. 


DUST: ITS RELATION TO DISEASE. 


Joun A. Kocn, M.D. 
quincy, ILL. 


Dust, fine dry partices of earth, organic and inorganic matter, so comminuted 
that they may be raised and wafted by the wind or the circulation of air, as a fac- 
tor in disease, as a neglected factor in ill health, is of interest not only to the 
hygienist, but also to the physician. No one will dispute the fact that air is 
more important to the perpetuation of human life than water or food, for while 
cases are on record in which persons have lived many days without water, and 
even for weeks without food, we know that the cessation of respiration for even 
a few minutes is fatal to life. In spite of this, though we hear constantly of the 
measures taken to improve the water supply and of legislative enactments to pre- 
vent the adulteration of food, the purification of the air which is so important for 
our comfort and health is rarely referred to. We are becoming so careful in 
regard to our water that many will drink only of that which is especially distilled, 
and so particular about our food that we will eat only such as is prepared by 
men of special reputation for cleanliness and purity, but we take into our res- 
piratory passages without a thought air vitiated with millions of particles of dust. 

Dust may be said to be a product of human activity, and is divided into four 
kinds: 1, Common country dust and road dust; 2, city dust; 3, occupation dust; 4, 
house dust, Country dust is made up chiefly of mineral matter with only a small ad- 
mixture of vegetable matter. Of bacteria there may be found the saphrophytic 
and certain forms of non-pathogenic. Of the pathogenic variety about the only 
one to be found and the one to be greatly feared is the Tetanus bacillus, It has 
been shown by various investigators that the dust of hay, of old houses or cob- 
webs from stables produces tetanus. There are stables where tetanus is produced 
very often, and even healthy animals are covered with the specific bacilli in such 
places, . 

These fall off during the combing of the horses and may infect others. In 
these stables everything becomes infectious, the manure, the dust, the utensils, 
and even the clothing of the hostlers. 

City dust is composed mainly of vegetable matter which originally existed in 
the form of hay, oats and corn, with a variable admixture of mineral matter, 
soot and additions from man himself, especially in the form of saliva and abnor- 
mal secretions from the mouth. Bacteria of the pathogenic and non-pathogenic 
variety are formed abundantly. The pathogenic bacteria are principally pus 
micrococci, pneumococci and influenza bacilli; the tubercle bacilli is very infre- 
quently found in street dust. 

The extraordinary frequence of pulmonary tuberculosis and the enormous 
quantities of sputum containing the tubercle bacilli that was expectorated daily 
by consumptives led to the belief that the germ was to be found everywhere 
where man lived. That with every inspiration we were inhaling the germs and 
that if no one died of tuberculosis it was said that a want of disposition to tu- 
berculosis saved him. We may thank Cornet of Berlin for a total change of this 
view. He worked several years to find all the places where the tubercle bacilli 
might be, outside of the body. He examined dust in all conceivable localities, in 
houses, hospitals, jails, streets, etc., dust on walls, furniture, picture moldings, 
picture frames, floors, ete., for the bacillus. As a reagent he used the guinea- 
pig; dust in sterilized bouillon was injected in the peritoneal cavity. The results 
of these investigations showed with great certainty that the tubercle bacillus was 
not ubiquitous, that it was only formed in such localities where consumptives 
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lived who were uncleanly in their habits, especially in regard to expectoration. In 
tae atmosphere at large the tubercle bacilli are invariably destroyed by the action 
of light. 

The danger of infection from the bacillus is not to be ignored, however. It is 
principally the minute mineral particles in dust that is to be feared. These min- 
eral particles are sharp and wound the delicate mucous membrane of the air 
passages and especially the alveoli, causing catarrhal conditions, bronchitis and 
such specific diseases that result from bacteria entering the system through these 
minute lacerations, and where these morbid conditions do not result we know that 
the resistance to disease or opsonic index is high. The pus micrococci that are 
an accompaniment of dust, besides being a cause of purulent nasopharyngeal, 
tonsillar, sinus and bronchial inflammations, may be a threefold factor in pul- 
monary tuberculosis. 

First, it may act as a predisposing cause, as a direct physical irritant to the 
respiratory passages, thus inflaming the mucous membranes and weakening 
their resistance to bacillary invasion; second, it may carry infection by means 
of dried fresh tubercular sputum that some ignorant or careless consumptive has 
recently expectorated; third, it may aggravate tuberculosis by converting an in- 
cipient and curable case into one of rapid and virulent destruction of lung tissue 
because of the addition of pus-producing germs. Pulverized poison added, a 
mixed infection engendered and speedy dissolution follows. When will our mu- 
nicipal authorities see clearly, understand fully and act humanely? How long 
must the people submit to the present conditions of street dirt, little or no 
sprinkling and infantile methods of street cleaning? 

A campaign against all the dust-raising activities of the city should be waged. 
The municipal authorities must be told and retold of the misery undoubtedly 
due to unnecessary dust prevalence in the city. Dust-free pavements are needed, 
dust-free methods of cleaning streets must be devised, street sprinkling must be 
thorough and improved methods of sweeping public meeting places are urgently 
necessary. In fact, a sterilizing and dust-free plan of sweeping churches, the- 
aters, etc., should be enforced. Streets should be frequently flushed. All these 
things and more should be demanded of all city authorities by our medical socie- 
ties. The public must be educated so we can have the aid of public opinion in 
securing these needs. Authoritative literature on the subject should be favorably 
presented to the newspapers and their active and sustained assistance invoked. 
The dwellers in the city who are susceptible to dust infection of course can not 
all remove to the country to be free from their disagreeable and dangerous idio- 
syncrasy; they are too many and new means of livelihood are not readily found. 
New means of prevention and cure while in the midst of infection must be de- 
vised. 

As can readily be understood, dust is a result or accompaniment of many occu- 
pations. Its injurious effects depend first upon its quality, and second upon the 
amount of it which is taken in. In some trades its potency for evil is that of a 
veritable pestilence, while in others it amounts to little more than an incon- 
venience. Pulmonary disease the result of inhalation of minute particles is 
known as pneumonoconiosis, especially these conditions resulting from occupation 
dust. The subject is so broad and is involved in various degrees with so many 
trades, that for the purposes of this article it will be necessary to condense it. 
The effects resulting from the inhalation of occupation dust are remote, unless 
the individual is a mouth breather or has some derangement of the nasal respira- 
tory passage, when the effects are more immediate. In very many cases the 
effects are exciting and predisposing to other pulmonary and systematic diseases. 
The condition resulting from the inhalation of coal dust is known as anthracosis, 
from iron dust siderosis, copper, chaleosis, stone, chalicosis, sand or flint, silicosis, 
and so on. Prophylaxis has a very difficult task to accomplish in regard to the 
inhalation of occupation dust. It is easy vo define, but difficult to fulfill. It con- 
sists in the prevention of the penetration of dust particles in the different trades 
and factories which are associated with the development of large quantities of 
dust. But the physician in recommending prophylactic measures in the sanitary 
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interest of the laborer has to consider the life of the respective industries, other- 
wise he might take radical steps and plead that no laborer should expose health 
and life to so injurious an occupation. This, however, might ruin trades which 
yield to many men the income which is required for their living. 

Legislative steps should be taken to avoid the development of dust as much 
as possible. For this purpose the moistening, whenever possible, of the dust- 
producing materials is of advantage. Wherever this can not be done, it may be 
possible to settle the dust in the neighborhood of the laborer by sprinkling. Fur- 
thermore, the working rooms should be comparatively large and well ventilated, 
and ought to be provided with a plentiful supply of fresh air which completely 
removes the dust-filled air. Such principles are long since acknowledged and 
carried out as far as possible. While these precautions should be taken to make 
the trade as such, as safe as possible, individual prophylactic steps should be 
insisted upon more strenuously than they have been in the past. Laborers must 
have healthy respiratory organs if they intend to work at a trade which is con- 
nected with the development of large quantities of dust. Such a stipulation is 
humane and should be enforced by the law. Everybody who applies for a position 
in such a trade should have to undergo a careful physical examination. If only 
the slightest abnormality of the pulmonary apices can be demonstrated, if only 
the least sign of an emphysema exists, even if it can be proved that several at- 
tacks of broncaial catarrh have preceded, the employer must be prohibited from 
engaging such a man. 

House dust is finally to be considered in a very brief way, but not because it 
is the least dangerous. The house is the place where infection is most developed; 
and by a house is meant any enclosure which may, by reason of negligence, un- 
cleanly habits or indolence become dark, dirty, damp and ill ventilated. Under 
this category, then, are to be considered private dwellings, but also many other 
structures, such as clubs, hotels and similar places; in fact, any enclosure in 
which people may congregate. 

Such enclosures are the real seeding ground for tuberculosis and other infec- 
tions. If we had the custom of removing the footwear on entering houses in- 
stead of headgear, the morbidity, even the mortality, of the nation would be 
markedly reduced. Germs are carried in on the feet and dresses and propagate 
in places away from light and sunlight. As a measure of prevention there 
should be a total banishment of broom and duster and any other implement or 
device by which dust is set afloat, and if carpetings are to be retained, the adop- 
tion of mechanical appliances by the use of which no flying matter will be allowed 
to escape—this if necessary ‘to be followed by the wiping of exposed surfaces and 
furniture with soft cloths. In a general way, it may be said that accumulation 
of dust in a city is the result of the ignorance of common sanitary laws, of 
apathy on the part of the citizens, and of bad politics in those having the man- 
agement of municipal affairs. A spectacle of ignorance of common sanitary laws 
is seen wherever our streets are cleaned without previously sprinkling, and the 
carting away of the dust in wagons made up of loosely fitting boards, thus per- 
mitting the dust to again fall in the streets on the way to the dump. A house- 
wife who allows dust to accumulate is called slovenly, a tidy housekeeper gets 
rid of the dust as soon as possible, and does not allow it to accumulate. We 
have not yet reached a point where we can make similar distinctions between 
cities. We speak simply of one city being less dirty than another. Although 
dust is a product of civilization, yet parodoxically as it may seem, the amount 
of dust in a city is not necessarily an index of a high degree of civilization, not 
more than is the presence of dirt and filth or its accumulation in a house an index 
of high social standing of a family. 





CARROLL COUNTY. 


The Carrol County Medical Society met in Woodman Hall, Savanna, Tuesday, 
September 24, with President Porter in the chair. Those present were Drs. 
Melugin and Sagner, of Thomson, Burton, Grey, Hunter, Johnson, Lyness, Malo- 
ney, McGrath, Schreiter, of Savanna; Clay, Metcalf, Rice, Rinedollar, of Mount 
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Carroll; Porter, of Shannon; Harrison, of Chadwick; McPherson, of Hazelhurst; 
Hostetter, of Rockford, and Keith, of Clinton, Iowa. 

Dr. Mary Sanger, of Thomson, reported a very interesting case of foreign body 
in the intestines. The patient, a child of 7 years, had, for a week, symptoms of 
obstruction. There was nausea and vomiting and a tumor, three by one and one- 
half inches, which changed positions; at one time im left iliac region, at another 
in cecum. The parents refused to have an operation until it became apparent 
that the child would die without it. A ball of hair was found to be the foreign 
body. The mother stated that during early childhood the girl had a habit of 
pulling out her hair and eating it, but for eighteen months no one had seen her 
do it. 

Dr. W. N. McGrath, of Savanna, discussed in his paper the importance of 
pathology and symptoms of tubal pregnancy, then gave the history of a typical 
case. This was followed by the history of a case in which menstruation was 
normal throughout the time of pregnancy. Both patients made good recoveries 
following operation, which is the only procedure that is advocated previous to or 
at time of rupture. If patient’s condition is good, the mortality following operation 
is not high; and in cases in which the patient is in poor condition operation, 
while followed by a high mortality, offers a much better chance of recovery than 
unaided Nature has, 

Dr. Hunter’s address on Hysteria with Report of Cases was a careful and 
interesting study. He believes “hysteria to be a psychopathia which defines 
itself as an affection of intelligence expressed in perverse or opposite reasoning 
and in the exercise of the will, manifesting its:f in the performance of morally 
depraved acts or unreasonable things. Reason here plays a large part, but the 
faculty of reason can not be exercised without the faculty of intellect. Men can 
not perceive the distinction between right and wrong nor draw just conclusions 
from a comparison of two ideas, nor yet form a judgmen’ without being able to 
understand, conceive, perceive and form ideas of memory and judgment. We, 
therefore, see that, while the faculties of intelligence and reason are very much 
akin, reason depends on intelligence. Will is the exercize of the ego. It is more 
than a mere desire, so that when emotion, which is passion independent of the 
will, or an instinctive impulse, manifests itself, the will would have to be abol- 
ished or in subjection. This I do not believe is the case; consequently I hold 
that in hysteria the emotions are not i: evidence, and the crying and the laugh- 
ing are so directly under the influence and direction of the will. To me, hysteria 
is not a paralysis of the will as expressed in Pagert’s words, ‘I can not wiil,’ but 
ratner an unreasoning will when intelligence and reason are perverted by a 
strongly over-estimated exercise of the will power.” 

Dr. Abram Hostetter, of Rockford, read a paper on “The Choice of an Anes- 
thetic.” It was a careful study of the subject, the result of much hospital ex- 
perience. The article awakened an interesting and instructive discussion, 

Dr. Nelson Rinedollar, of Mount Carroll, read a portion of Weir Mitchell’s 
essay on Donald Ross. It included the Scotchman’s splendid hymn of thanks- 
giving on his discovery of the zygotes. 

The next meeting will be held in Mount Carroll December ]0. 





COOK COUNTY. 
CHICAGO OPHTHALMOLOGICAL SOCIETY. 
Meeting, May 13, 1907. 
Dr. F. C. Horz, President. 
RETINITIS PROBABLY DUE TO CEREBELLAR TUMOR. 


Dr. H. B. Young, Burlington, Iowa, made a report on a case of retinitis prob- 
ably due to cerebellar tumor treated by tuberculin. 


UNILATERAL VERNAL CONJUNCTIVITIS. 
Dr. Casey A. Wood read a paper on vernal catarrh, exhibiting a case of uni- 
lateral vernal conjunctivitis and microscopic specimens of tissue removed. The 
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patient was a healthy girl of 11, with a marked ptosis of the left side. Almost 
the entire conjunctival surface .is seen, on eversion of the lid, to be occupied by 
irregular, roughly polygonal, partly pedunculated, flat-topped masses of hard- 
ened tissue, distinctly separated by sulci which extend to the altered conjunctiva 
beneath, being in some instances 2 mm. deep. There were no nodes on the bulbar 
conjunctiva, although the upper sixth of the cornea was invaded by a number of 
new vessels which simulate to some extent the vascular pannus of trachoma. The 
right eye shows nothing to indicate the ravages of a past or present spring 
catarrh. Two months ago the cartilage-like masses were abscised under general 
anesthesia and their bases curetted. The pathologist’s report showed a chronic 
hyperplasia of the epithelium and underlying connective tissue; the stroma is 
full of bundles of wavy, elastic fibers permeating the entire connective tissue 
structure. A great many eosinophiles were present. Improvement followed the 
employment of the #-rays and topical applications. 


VERNAL CATARRH, 


Dr, F. A. Phillips presented a case of palpebral vernal catarrh upon which a 
complete tarsectomy had been done by Dr. Beard upon one eye and a partial one 
upon the other, after all the usual methods of treatment had been employed. 
The operation had been attended by improvement. Dr. Phillips did not feel that 
the case was cured, but the patient had been comfortable for the past year. 

Dr. E. V. L. Brown sectioned the tissue removed and found a typical prolifera- 
tion of elastic tissue in large bundles forming the main bulk of the tarsal 
granules, 

HERNIA CEREBRI, 

Dr. Mortimer Frank exhibited a voy, 13 years old, who had a congenital 
hernia cerebri. There was absence of the brow and of the cilia down to the 
medium fissure, and the upper wall of the orbit was away back. The fundus was 
normal except for enlarged veins, both superior and inferior. Vision was 6/60, 
probably due to an astigmatic cornea, 

CONSERVATION OF SYMPATHETIC NERVES IN ENUCLEATION, 

Dr. George F, Suker read a paper on sympathetic nerves in relation to enu- 
cleations and presented a case. When an eye is to be enucleated the best possi- 
ble cosmetic effect should be secured. Usually the connection of the nerve fibers 
passing to the lids is severed and destroyed, and there ensues a traumatic, sympa- 
thetic process which is unsightly. In the past four or five years he has been 
very careful not to sever or interfere with the lenticular ganglion so as to pre- 
serve the continuation of the nerve fibers of the lids. Since he has been doing 
that he has avoided subsequent drooping of the lids, as was shown by the patient 
exhibited. In most of the enucleations done prior to that time the lids drooped, 
and in the case of those that escaped he took it for granted that the nerve fibers 
were not interfered with during the operation. 


DISSOCIATED NYSTAGMUS. 


Dr. Willis O. Nance exhibited a case in a 17-months-old child. The tremulous 
movements of the left eye were rapid, while those of the right were scarcely 
noticeable; in fact when the eyes were turned to the extreme right no movement 
in this eye was perceptible. The movement of the eyes also differed as to direc- 
tion, in that those of the left were at times horizontal, and at other times the eye 
moved in an oblique axis; the movements of the right were rotary. There was no 
muscular anomaly present, the ocular media were clear and there was no history 
of brain disease. The patient had a rather high degree of hypermetropic astig- 
matism with an oblique axis. The mother stated that the left eye began to 
“twitch” when the patient was 114 months old and has continued since, while the 
right eye was perfectly quiet until six weeks ago, when she first notieed a tremu- 
lous movement. 

Atropin was prescribed four weeks ago, when he first saw the case, and since 
that time there has been some diminution in the movements of the eye. This 
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leads him to believe that a correction of the refractive error may materially assist 
in the cure. 


TYPICAL LIMBUS DERMOID. 


Dr. Nance also exhibited a young man of 20 who had a typical limbus der- 
moid situated at the temporal aspect of the right eye. A number of coarse black 
hairs could be seen on the growth. The eye on which the growth was present was 
highly myopic and there was a marked degree of astigmatism present; the other 
eye was slightly hypermetropic. There were a number of opacities demonstrable 
in the lens; no other changes were discovered. Tne patient refused to have the 
growth removed. 


ENTROPION WITH CORNEAL ULCER CONSECUTIVE TO A ZOSTER OPHTHALMOS. 


Dr. F. A. Phillips exhibited a patient demonstrating this condition. The 
patient first appeared January 25, when he complained of an inflammation of the 
eye, which on inspection proved to be a corneal ulcer with shallow edges. There 
was a cicatricial entropion and anesthesia of the cornea. A year before he had 
been violently ill with the zoster ophthalmos and then there appeared the corneal 
ulcer, probably the result of the anesthesia of the cornea, and then the entropion. 
On the third day of his illness he became delirious and remained so for the 
greater part of five months. He then began to improve, and by the seventh month 
the zoster had healed. The eye remained sore the entire time, so that it is a ques- 
tion whether the cornea was involved at the time of the zoster. The ulcer has 
healed, and the cornea is being protected from the falling of foreign bodies on it, 
which served to prolong the ulceration. The patient was presented previous to 
operative procedure, so that the improvements which it was hoped to get could be 
noted. 


CHICAGO SURGICAL SOCIETY. 
A regular meeting was held June 21, 1907, with the President, Dr. David W. 


Graham, in the chair. 


DOUBLE CONGENITAL CERVICAL FISTULA. 

Dr. William Hesser showed a boy who had had a double congenital cervical 
fistula from the time of birth. There were observed two little points at the lower 
part of the neck at the anterior border of the sterno-cleido-mastoid muscle, from 
which a mucoid substance exuded. This continued for many, years until finally 
treatment was instituted and an attempt made to close the fistula by cauteriza- 
tion. The discharge began to be purulent, so that when he saw the patient, two 
months ago, there were two minute openings in the lower part of the neck, one 
on either side, symmetrically placed, from which pus could be expressed. A hard 
cord extended up into the neck and disappeared at the angle of the jaw. Con- 
siderable pus came out through the fistulous opening. He was unable to pass a 
probe up into the openings into the pharynx, but it was evident there was a 
communication there, because, if bitter fluids were injected, he was able to detect 
the taste. The treatment was radical. He described the operation he performed 
in this case, and said any sort of injection treatment and cauterization would do 
no good, 

FRACTURE OF THE PATELLA. 

Dr. Hessert showed a man who sustained a fracture of the patella. He pre- 
sented the case as an excuse to say a few words about the treatment of fracture 
of the patella. He is firmly convinced that all fractures of the patella, where the 
surgeon has access to a modern hospital, should be operated on. He has never yet 
seen a case operated upon where there was not shown to be extensive laceration 
laterally of the capsule; there was always interposition of shreds of fibrous tis- 
sue between the bone surfaces with blood clots, which would make bony union 
improbable. Operative treatment is the best and surest. 

Regarding the incision, he makes an incision with the convexity downward. 
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In regard to the further operation, he believes the simplest way to suture it is to 
throw a suture of kangaroo tendon or catgut around the periphery of the patella 
and bring it together in that way. Before doing that it is essential to get rid 
of the blood clot, and at this point it is important not to touch the wound with 
the fingers. Nor does he irrigate it, because both of these procedures may cause 
irritation, especially infection. He swabs out the joint carefully with sponges, 
held on forceps, and the finger is not put into the wound at any time. The 
wound is not vouched with the fingers, which is one of the most important parts 
in the treatment of fracture of the patella. A circular suture of catgut or alumi- 
num bronze is thrown around the patella. An important feature i8§ to suture 
carefully the lateral lacerations of the capsule. When that is done, the skin is 
drawn over and sutured. 

After referring to the after-treatment, which he believes is more important 
than the operation itself, he said that ‘he considers it very essential to institute 
early passive motion and early massage. In this way, free mobilization is oc- 
complished and a much better result is obtained than if the knees be put for 
three or four weeks in plaster casts. 


PERFORATION OF ULCER FROM THE STOMACH. 


Dr. Hessert said that this is the third case of perforation of the stomach 
which he has reported and presented to the society. About a year ago he pre- 
sented a case of acute perforation of the stomach upon which he had operated 
and which got well. He also reported another case of chronic perforation of the 
stomach, which was mistaken for cancer, but which subsequently cleared up and 
proved to be a chronic perforation. He then gave the history of the third case in 
detail. 

This third case was discussed freely by Drs, Frank, Graham and Fuller, 


ESOPHAGEAL STRICTURE DUE TO THE TYPHOID FEVER. 


Dr. Samuel C, Plummer showed this patient to the society Feb. 6, 1905. At 
that time he had a gastric fistula, the result of a gastrostomy. The gastrostomy 
was performed April 21, 1905. The case is interesting in its pathology, for the 
reason that the stricture of the esophagus was due to an attack of typhoid fever. 
Another interesting point was the great length of time during which the patient 
had an impassable stricture, namely, from May 4, 1905, to Sept. 29, 1905, more 
than four months, during which the smallest bogie could not be passed, nor could 
the patient swallow a drop of water. On the latter date the patient was able to 
swallow a fine silk thread, which was pulled out through the gastric fistula, and 
by pulling a larger thread through after a smaller one Dr. Plummer was able to 
dilate the stricture and later on to use bougies, and at the time he showed the 
patient before the society he could pass a No. 28 esophageal bougie. He still 
had a fistula. 

On Feb. 20, 1905, the patient was anesthetized and the gastric fistula closed 
by dissecting away the scar tissue and separating the stomach wall from the 
abdominal wall sufficiently to insert sutures in the former. The abdominal wall 
was sutured and primary union took place. Since that time Dr. Plummer has 
occasionally passed large-sized bougies through the esophagus, and there does not 
seem to be any tendency to tightening down of the stricture. Since then the 
patient has gained in weight and is now strong and healthy. 


DUPUYTREN’S CONTRACTION, 


Dr. Plummer showed a case of Dupuytren’s contraction. The patient was 
operated on four weeks ago. The wound healed by first intention, but after taking 
out the stitches the line of sutures broke down and a little infection occurred. 
This infection, while it delayed healing somewhat, was only superficial. He dis- 
sected out the palmar fascia, but the greatest trouble, he said, is in getting a 
flap where we will not get some sloughing of it. The thickened palmar fascia 
comes right up next to the skin, and the layer of adipose tissue between the skin 
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and the fascia is absorbed. The skin and fascia are one layer. When one dissects 
the fascia out, there is such a thin layer that it has poor nourishment. In one 
case he used the V-shaped flap of von Busch, and the tip of the flap sloughed, so 
in this case he thought he would get a flap from the side where there was good 
nourishment from the proximal end. None of that sloughed, although the skin 
was cut off thin. 

Dr. Frank said there is some question as to whether this is a case of Dupuy- 
tren’s contraction or so-called hammer finger. He asked Dr. Plummer whether 
he opened the tendon sheath. 

Dr. Plummer replied, “No.” 

Dr. Frank said he knew a family, in which three girls had these two fingers 
drawn down like this (indicating). 

He had an idea that where the fingers are drawn down in the manner indi- 
cated the trouble lies a great deal in the tendon. 

Dr. William Fuller called attention to a few points which differentiate a typi- 
cal Dupuytren’s contraction from a contraction of the fingers due to other causes. 
In a typical case of the former, the terminal phalanx of the affected finger will 
not, as a rule, be markedly flexed, and, as Dr. Plummer has pointed out, the skin 
will slide easily over the affected and flexed finger if the contracture is not a 
Dupuytren’s; whereas, in the latter deformity, it will be adherent. He feels sure, 
from the description of the case, that there is no doubt as to the correctness of the 
diagnosis. 

President Graham said, in regard to this particular case, he has no doubt of 
its being one of Dupuytren’s contraction; nevertheless, in most of the cases seen, 
which come to the stage of operation, there is more of the palmar surfaces of the 
two fingers involved than there is in this case. Years ago surgeons did not dis- 
sect out the palmar fascia; they made subcutaneous multiple incisions, which 
were not satisfactory. It does not seem to him necessary to make a large flap. 
With a simple linear incision, lateral flaps can be made by undercutting, so that 
one can dissect out the fascia and thus avoid making a large flap. In fact, one 
will have less difficulty in dissecting out the palmar fascia by means of a simple 
linear incision, and he thinks better results can be obtained in that way than if a 
flap is made. 

Dr. Plummer said there is no doubt about this being a case of Dupuytren’s 
contraction, as the condition was typical. 

Dr. Plummer showed a specimen of tubercular epididymitis. 


He also reported 
two cases of pylorectomy. 


SURGERY OF THE PROSTATE.* 


Wituram F. Scorr, M.D. 


Attending Surgeon to Oak Park Hospital, Oak Park, Ill., Attending Gynecologist 
West Side Hospital, Chicago, III. 


MAYWOOD, ILL, 


The prostate is described by anatomists as being an accessory generative 
organ, Its position is posterior to the symphysis pubis immediately below the 
neck of the bladder, and corresponds to the position of the first portion of the 
urethra. The gross appearance would lead one to believe that it completely sur- 
rounds the urethra, but in reality glandular substance occupies only the posterior 
and lateral aspect in the form of a horseshoe open in front. This open part of 
the circuit being completed by the prostate muscle, which is continuous below 
with the compressor urethra muscle, which is striated, the upper border being 
non-striated and continuous with the muscular coat of the bladder which sur- 
rounds the internal urethral orifice. The base of the prostate is directed upward 
and backward and the apex downward and forward. The size is 114 inches at the 
widest portion, its length is 1% inches, the anterior posterior diameter being 


* Read before a joint meeting of the Aux Plaines Branch of the Chicago Medical 
Society and the Fox River Valley Medical Society, held at Wheaton, Il., June 26, 1907. 
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fbout % inch. The prostate consists of two lateral lobes joined posteriorly by 
an isthmus of prostatic substance. The so-called middle lobe is not a normal 
condition, but an hypertrophy of that portion of the prostate anterior to the 
ejaculatory duct and above its opening. The weight of the normal prostate is 
about 6 drams. The gland is bounded in front by the symphysis pubis except for 
an interposed layer of fat, areolar tissue, and the prostatic plexus of veins. 
Posteriorly, it is in relation with the rectum. Laterally, it is in relation to the 
anterior portion of the levator ani muscle. The prostate is inclosed by a dense 
fibrous capsule, deflected from the recto-vesical fascia, and being continuous in 
front with the pubo-prostatic or anterior true ligament of the bladder. 

‘he physiology of the prostate is largely supposition. The character of its 
histological make-up resembles very much the uterus, and is usually classed as a 
secretory organ. The product of its secretory function is albuminoid, is milky 
in appearance, and is supposed to aid in preserving the viability of the sperma- 
tozoa or to aid in its transportation, or possibly both. 

In this paper I have purposely avoided the large portion of the infrequent 
pathological conditions, and shall confine myself largely to the diagnosis and 
treatment of chronic hypertrophy. The.reason for so doing is that, without ques- 
tion, there is no surgical condition to which man is heir that is so uniformly 
fatal under the average treatment, and also that there is no surgical operation 
of the major type which produces so great relief to patients. The writer is 
firmly convinced that the mortality rate in surgery of the prostate, if modern 
and sane methods are followed, is grossly exaggerated. This broadcast idea 
which has taken possession of altogether too many general practitioners of our 
profession has biased this judgment, thereby preventing this class of tortured 
patients from reaching the surgeon and gaining relief from his suffering and the 
surely fatal effect of daily catheterization. And it is surely fatal if persisted in, 
be it done cleanly or otherwise, the only difference being in the time necessary 
to bring about the fatality. So often I have heard good and competent men 
tell a patient that the only danger from the catheter was in its being used in a 
surgically unclean manner, a statement which is absolutely untrue, and gives the 
patient false assurance which uniformly leads to fatal results if not relieved 
by surgical treatment. It may be that I am laying myself liable to crit:cism 
for placing so many positive statements about results, but they are facts, and it 
is my object to get the members of our society alert to the fact that there is 
other abdominal pathology which demands their attention besides that indicated 
by McBurney’s point. With these remarks I have indicated that my paper shall 
be confined to that condition known as chronic hypertrophy of the prostate. 
Hypertrophy is the one condition which develops without involving surrounding 
organs directly. Tuberculosis of this organ is practically always secondary to 
tubercular epididymitis, and again malignancy is nearly always of metastatic 
origin. 

ETIOLOGY. 

The etiology of prostatic hypertrophy as advanced by different writers 
has been most unsatisfactory for the reason that nearly all have tried to find a 
single cause. There is, however, one item of the discussion upon which all are 
agreed, and that is that it is inflammatory in its origin. Gonorrhea is the favor- 
ite etiological factor given, but it will not fill the bill at all, as all are familiar 
with the great number of gonorrhea infections as compared to the small number 
of hypertrophied prostates. And, again, the large number of hypertrophied 
prostates in which no history of the previous gonorrhea can be obtained. But 
since all are agreed that the condition is of inflammatory origin, it is safe to 
place gonorrhea as one of the exciting causes. There are two other conditions 
which should be considered seriously in a discussion of the etiology: First, re- 
peated and persistent sexual excitement without completion of the sexual act; 
and second, excessive or perverted sexual relations. That physiological engorge- 
ment of the prostate which takes place during normal coitis thereby being so 
frequent or persistent, may instead of being a physiological engorgement become 
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a means of cell proliferation as a result of actual inflammation. This theory 
seems to me to be more reasonable than any of the many causes which have been 
advanced up to the present time. 

The pathological anatomy of prostate hypertrophy is divided: First, increase 
of the connective tissue of the muscle element of the gland producing the hard or 
fibrous enlargement. Second, a proliferation of the glandular or secreting element 
producing the soft or medullary type. it is to my mind a faulty classification 
for the reason that a medullary hypertrophy of the prostate sufficient to produce 
symptoms which would warrant operation has never occurred. I have seen three 
cases in which a part of the gland might be called medullary enlargement, but 
the major part of the hypertrophy was due to connective tissue proliferation. 

It might be well to say at this point that the symptoms of prostatic hyper- 
trophy are dependent upon the amount of interference with the normal empty- 
ing of the urinary bladder. Therefore, the size of the organ may have very 
little to do with it, a fact which must be considered at time of examination before 
intelligent advice as to treatment can be given. The train of symptoms usually 
runs something like the following: A patient past 50 years of age first notices 
tnat he must get up at night to urinate. A little later he may have difficulty in 
getting the stream started. He notices that it is necessary to bring into play 
the aid of the abdominal muscles to completely empty the bladder. Especially is 
this true if he has had a long ride in the cold and has resisted the desire to 
urinate, or has been out with boys and had too many drinks resulting in his 
sexual functions being excited by coming in contact with women of questionable 
character. There is intermittent but gradual exaggeration of the previously 
mentioned symptoms until finally there is a time when complete retention occurs, 
making it necessary to call the doctor to use the catheter, which is followed after 
one or more catheterizations by a period of complete freedom from urinary 
trouble. After an indefinite time, the same symptoms again appear and are 
again treated and relieved in the same manner. The patient observes, however, 
that the period of intervening time between attacks is materially shortened 
until finally it becomes necessary to use the catheter every time the bladder 
is emptied. Just about this time the family doctor gets tired of being aroused 
from bed every night on account of one patient and proceeds to teach him how 
to catheterize himself. The ability of the doctor as a teacher and the susceptibil- 
ity of the patient as a student is the point on which hinges the length of time 
necessary for above-mentioned patient to kill himself. Please take notice that I 
have said the length of time only depends on how well the process is carried out, 
but the inevitable is sure to overtake him sooner or later as a result. The symp- 
toms enumerated are those which arise early in the disease, no mention having 
been made of the result of the bladder infection or the nervous train of symptoms 
which frequently follow. What is inferrea by nervous symptoms is the change 
which takes place in the general mental make-up of the patient. From the 
man who has enjoyed the association of his family and friends and enjoyed the 
usual entertainment and pleasures of life, he becomes morose, irritable, hysterical, 
despondent and with very good reason. For he is constantly anticipating the 
torture he must endure when it becomes necessary to empty his bladder. It is 
difficult to see how this class of patients could enjoy entertainment when they 
must have uppermost in mind the fact that a Nélaton catheter with its dis- 
comfort and danger must be a constant companion. I have in mind one very 
intelligent patient who came under observation, early in my prostatic work, and 
used as a final statement in begging for relief that he was willing to assume all 
danger and responsibility in any procedure necessary to gain relief, and if it 
was not done he would positively take his life. The statement was invited by my 
hesitation to operate on account of the patient being 79 years of age. I might 
add that he was subjected to suprapubic prostatectomy the following day and 
made an uneventful recovery. The specimen is here for your inspection, and is 
of interest for no other reason than its great size. I will have something mor 
to say about this same patient in discussing the sequele of prostatectomy. 
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The report of urine examination findings of these patients depends, of course, 
upon the condition of the bladder itseif. If no material infection has taken place 
the urine shows nothing abnormal except frequently a trace of albumin, and may 
contain blood cells from the bladder squeezing down upon the inflamed so-called 
middle lobe or from traumatism resulting from catheterization. Spermatozoa 
are sometimes found because the prostate has lost its function of obstructing 
by engorgement of the flow of semen in the direction of the bladder during ejac- 
ulation. It is noticed that the force of the urinary stream is greatly diminished 
and that dribbling occurs after urination. These symptoms may be exaggerated 
sufficiently to cause partial or complete retention. In the morning a gleety dis- 
charge is likely to accompany defecation, which the patient may believe to be se- 
men, and cause him considerable worry. Usually the microscope fails to locate 
spermatozoa, but demonstrates that it is simply mucus with sometimes a few 
blood or pus cells. The diagnosis of chronic prostatic hypertrophy is usually 
easily made unless gonorrhea of comparatively recent date complicates the history. 
Great stress has been laid upon the value of cystoscopic examination. It may be 
of value in isolated cases, but in the large majority of patients who have ordinary 
intelligence, the history, together with an examination of the urine and a biman- 
ual examination with one finger in the rectum, is sufficient. The tortuous char- 
acter of the canal due to unequal hypertrophy of different portions of the gland 
may make the introduction of a cystoscope a physical impossibility. The char- 
acter of the bladder as to size and condition of its wall depend altogether on the 
stage of the disease and the degree of infection. A very wide range of suscepti- 
bility to infection occurs, and if it happens to be one that is tolerant the bladder 
may be capable of holding enormous quantities of urine with overflow (a condi- 
tion of retention with incontinence), with a minimum of discomfort. This kind 
of bladder may tolerate a residual urine of several ounces for a considerable 
time without material change in the organ itself. On the other hand, we may 
have a very nervous patient with irritable bladder, which is susceptible to infec- 
tion, these symptoms leading to frequent urination or to frequent use of the 
catheter, thereby preventing a complete filling of the bladder and resulting in 
great contracture of the organ. These two conditions of the bladder are worth 
your consideration, for the reason that in the operation of prostatectomy the 
entrance into the contracted bladder is accomplished with considerable more 
difficulty if the suprapubic route is selected. To be brief, a physical examination 
of a patient supposed to have prostatic trouble should be conducted in the fol- 
lowing manner: He should first be instructed to urinate, after which, with the 
patient lying on his back, one finger should be pressed into the rectum, the other 
hand pressing down above the pubes. In this manner the character of the pros- 
tate as to the amount of enlargement posteriorly, its consistency, its condition as to 
the degree of sensitiveness, etc.. may be made out. Unfortunately, the hyper- 
trophied portion which produces symptoms is usually that which projects into 
the bladder, in which case the rectal examination is of much less value. At this 
point of the physical examination the bladder should be emptied by catheter, 
the urine measured and carefully preserved for the microscopical examination. 
Again, bimanual examination should be made by pressing the prostate well up 
by the finger in the rectum and an attempt made to palpate through the abdom- 
inal wall, a procedure which can only be well done in thin patients who can be 
taught to relax perfectly. This part of the examination I have accomplished 
very satisfactorily on two different occasions, the last of which was only a few 
days ago. The treatment of chronic prostatic hypertrophy has as yet not reached 
the uniformity its importance demands. There are several reasons for this, 
among which might be mentioned tne fact that anything like reasonable attempts 
at permanent relief are of comparatively recent origin. 

Progress has been slow because it has seemed to me that most men attempting 
original work along these lines have been narrowed by the fact that he was riding 
a hobby. I have in mind a writer who describes the operation of enucleation 
through the perineum, how easy it is accomplished, but spoils the whole thing 
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by describing a biting forceps which he has devised to be used to bite it out in 
ease enucleation can not be accomplished. Any of you who may have seen these 
forceps used I am sure will join me in saying that it is certainly a very unsur- 
gical procedure. Another writer wno favors the perineal route spends consid- 
erable time and energy in condemning the suprapubic route, and in a very dra- 
matic way tells of the horrible insult to the bladder of opening both the anterior 
and posterior walls. From what I have said you no doubt are of the opinion that 
I am also possessed of a fairly well-developed hobby. I must acknowledge the 
corn, and will proceed to tell why I believe the suprapubic route to be one of 
choice. The reason which stands out clearest of all is, first, that it can be applied 
to all cases; second, it can be accomplished in a much shorter period of time, 
a fact which 1s frequently of material importance; third, it gives freer latitude 
of examining the bladder and prostate, thereby making it possible for a complete 
diagnosis before enucleaation is begun; fourth, there is less danger of infection 
during after-treatment, the importance of which is proved by a glance at the 
mortality records; fifth, that it is possible to make a complete enucleation in 
practically every case. 

I have purposely avoided a description of other surgical treatment of hyper- 
trophy of the prostate because they are of so little value on account of the mor- 
tality and the uncertainty of relief to the patient. The mortality in the Bottini 
operation is now known to be greater than that o1 prostatectomy. lt is uncertain 
of results and makes prostatectomy much more difficult. 

The technic of the operation is so well known that it seems hardly worth 
while to take up your time by its description. Yet there are several things as to 
the minute detail which may make it of interest. The preparation of the patient 
does not differ materially from that prescribed in any other major abdominal 
operation except that the patient should not be confined to the bed until he is 
ready to go to the operating room, for the reason that most of them are old and 
old people do not bear well long confinement in bed. It is my belief that prepa- 
ration of the bladder before operation day is of little value, as the irritation of 
the bladder and prostate by instrumentation incident to bladder irrigation over- 
balances any good which may be accomplished. My plan has been to operate as 
soon as ordinary preparation can be made after the patient enters the hospital. 
The anesthetic to be selected is dependent on the condition of the patient’s kidneys 
and on his conduct when anesthesia is under way. The main point in the anes- 
thetic is to use as little as possible so as to have the patient just sufficiently 
relaxed to make operation possible. This point is of particular value up to the 
time of opening the bladder, as patients sometimes act very badly at this time. 
After the bladder has been opened and the effect of so doing has passed away, the 
anesthesia may be made more profound with a greater degree of safety. After 
the pubis and lower abdomen has been prepared without the use of irritating 
anuseptics, a silver catheter with a long curve is passed into the bladder and 
its contents allowed to escape, after which the bladder should be filled and emptied 
twice with boracie acid solution, normal salt solution or sterile water. It is 
again filled and the catheter left to an assistant, who will hold his finger over the 
end to prevent the bladder from emptying, and will depress it to maxe it act as a 
guide in opening the bladder. The bladder being opened, it is well to prevent too 
rapid escape of the contents, thereby avoiding the collapse which sometimes hap- 
pens if such precaution is not observed. The first two fingers of the left hand 
should now be passed into the bladder and a rapid but thorough examination 
of its interior made, as to the character of its walls, the presence of stone and the 
size and contour of the prostate, etc. Using the same two fingers as a guide the 
posterior wall of the bladder either over the most prominent part of the tumor 
or just at the urethral opening is snipped through with a curved scissors with 
two sharp points. The first finger of the left hand is passed into this opening. 
An assistant now lifts the right leg of the patient sufficient to allow the first 
and second fingers of the right gloved hand to be passed into the rectum, pressing 
the prostate well up. The enucleation is now rapidly and accurately completed 
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and delivered into the bladder. An assistant now peels off the glove permitting 
the operator to complete the operation without delay or danger of infection. If 
the gland is of considerable size it may be necessary to grasp it with a double 
tenaculum forceps in order to deliver through the abdominal wound. 

The difficulties of the operation vary considerably, and I believe the anesthetist 
is responsible far more than from any other source. He has been charged not to 
produce too profound anesthesia, and as a result he is apt to err in the opposite 
direction. Rigidity of the abdominal muscles makes enucleation very difficult, 
soon causing the finger of the operator to tire and cramp, very much as does a 
contracting uterus in the operation of a placental separation. As has been sug- 
gested before, the nearer the diseased gland approaches the true fibrous 
hypertrophy, the easier the separation can be accomplished. The point of making 
the snip in the posterior wall of the bladder has a great deal to do with the ease 
of accomplishment of the operation. The point selected should be posterior to and 
cose up to the urethral orifice, as it permits of complete removal with a minimum 
amount of damage to the bladder wall. It is my opinion that there is no surgical 
operation in which after-treatment plays such an important part as in the sub- 
ject before us. When the gland has been enucleated quite active hemorrhage 
always follows, which is usually arrested in a few moments by irrigation with 
moderately warm sterile water, the point of the irrigation tube being carried 
into the cavity left after removal. If hemorrhage does not cease in this way 
it becomes necessary to pack the bleeding cavity with plain gauze or it may 
become necessary to pack the entire bladder, using a very long strip and leaving 
one end protrude along the side of the soft rubber drainage tube which is sutured 
in place. Usually two mass stitches above and one or two below the drain is 
sufficient to close the wound, the first stitch on either side of the drain catching 
the bladder wall. Patient is placea in bed with the head and shoulders elevated. 
The first irrigation should be made at the end of twenty to twenty-four hours, 
at which time the gauze packing, if any has been used, is removed. The irriga- 
tion should be made through a metal catheter because it can be introduced with 
less pain than soft rubber and avoids the danger of disturbing the seat of opera- 
tion by passing under the bladder wall. On the third day the tube drain may 
be removed and the irrigating fluid be allowed to flow out through the wound, 
which it does very freely. The question of irrigation has been a source of con- 
siderable argument. Dr. Murphy avoids it as a part of the after-treatment, be- 
cause, as he says, to avoid the danger of infection. Moynihan of Leeds, England, 
irrigates twice daily for the same reason, so there you are. It is my practice to 
employ irrigation, and as yet have no occasion to regret it. A considerable quan- 
tity of shreds and clots escape with each irrigation for several days, and as one 
of the unpleasant sequele of prostatectomy is the formation of stone, it is desir- 
able to avoid débris which might become a nucleus for such formation. I believe 
the daily introduction of the metal catheter to be conducive to the formation of 
a straight and patulous urethra, thereby avoiding to a considerable degree the 
danger of constriction from sear tissue. The daily irrigation adds greatly to the 
comfort of the patient, an expression of which you will hear each time it is done. 
It also avoids the very disagreeable urinary odor which soon contaminates the 
whole room. 

Dressings should be changed every two hours, as long as urine escapes through 
the abdominal wound. As to the length of time these patients should be confined 
to bed, the very best rule to follow is to get them up in the shortest possible time, 
as has been mentioned before, old people do not bear well confinement in bed. The 
last operation done by me was one week ago Monday at the Oak Park Hospital. 
The patient sat up in bed the second day and was allowed to walk to the 
water closet on the third day, which he has done each aay since. This patient’s 
age is 67 years. These patients should be encouraged in every possible way, as 
the state of mentality plays an important part in the conduct of the kidneys. They 
should be urged to drink a reasonable quantity of distilled water at frequent 
intervals, and to change their position in bed frequently. In fact, every precau- 
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tion should be taken to prevent the slightest evidence of a condition of lethargy 
from developing which may mean the onset of urinary suppression and death. 
The procedure of having patients move about is of great value in several ways. 
First, it aids in preventing urinary suppression. Second, it makes drainage 
just as good and safer than through the perineum. Third, it adds to the patient’s 
comfort, making the use of opiates almost never necessary. Fourth, it prevents 
the patient from becoming hospitalized, thereby hastening ultimate and complete 
recovery. The elective time for the operation is some time after the onset of 
persistent symptoms and before the bladder and kidneys have been seriously dam- 
aged by distension and infection. ’ 

Capacity for coitus is not, as a rule, interfered with, provided the supra- 
pubic route is selected. Sterility is probably the rule on account of destruction 
of the ejaculatory duct. The bladder resumes its normal size and function in a 
very short period of time. One of my patients whose bladder capacity was under 
three ounces at time of operation was normal in size at the end of three months. 





FULTON COUNTY. 


The tenth annual meeting of the Fulton County Medical Society was held in the 
parlors of the Churchill House in Canton October 1 and was called to order by 
Vice-President Blackstone. The President appointed Drs. Scholes and Goodwin 
as auditing committee, and their subsequent report was accepted. The Secretary- 
treasurer’s report was read and accepted. The following officers were elected: 
President, Dr. G. R. Blackstone, Table Grove; First Vice-president, Dr. A. C. 
Cluts, Ellisville; Second Vice-president, Dr. F. C. Robb, Farmington; Secretary- 
treasurer, Dr. D. S. Ray, Cuba; necrologist, Dr. P. H. Stoops, Ipava; Member- 
ship Committee, Dr. H. H. Rogers, Cuba; Board of Censors, Dr. Martha Richard- 
son, Canton; delegate to state meeting, Dr. D. S. Ray, Cuba; member of Legisla- 
tive Committee, Dr. W. E. Shallinberger, Canton. Drs, E. M. Price, of Astoria, 
D. D. Kirby, of Canton, and J. C. Simmons, of Norris, were elected to member- 
ship. Adjourned for dinner. 1:30 p. m.: Dr. C. U. Collins, of Peoria, presented 
a very interesting paper on The Abdominal Incision. The Secretary read a paper 
by Dr. Cluts on Operative Appendicitis. Dr. Scholes presented a paper on Neu- 
rasthenia, and Dr. Robb one on Duodenal Ulcer. Dr. Shallenberger presented the 
following resolution to be adopted at the next meeting as an amendment to the 
by-laws: “Resolved, That it is the sense of the Fulton County Medical Society 
that any member entering into contract work, either medical or surgical, for a 
less price than that prevailing in the community in which the contract is made 
shall be deemed not in good standing in the society.” Those present were Dr. 
Coleman and wife, Dr. Goodwin and wife, Dr. Collins and wife, Ur. Barbour and 
wife, Drs. Rogers, Blackstone, Robb, S. A. Oren, 8. L. Oren, Stoops, Ray, Scholes, 
W. D. Nelson, Sutton, Regan, Moorhouse, Kirby, B. Betts, Hayes, Shallenberger. 
Coleman and Oren moved vote of thanks to Dr. Collins. Carried unanimously. 





M’LEAN COUNTY. 


The regular monthly meeting of the McLean County Medical Society was held 
in the City Hall, Oct. 3, 1907, at 7:30 p. m. 

Dr. F. H. Godfrey, in his inaugural address, called attention to the meddlers 
which the physician has to contend with, nearly every person having a remedy 
for nearly everything. He very aptly illustrated his meaning by referring to the 
incident of the Duke of Ferara, who, on propounding the question, “In what call- 
ing are most men engaed?” received the answer from Gonelli, his court fool, 
“There are more physicians.” Gonelli, disguising himself and feigning a tooth- 
ache, proved his point by receiving more than 200 prescriptions, including a “sure 
cure” from the duke himself, between his lodging and the duke’s palace. Dr. 
Godfrey referred to the degrading effect of contract practice, citing in point cer- 
tain fraternal societies in which whole families receive medical treatment for 12 
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cents per week. Dr. Godfrey spoke of the proprietary medicine evil, stating that 
these medicines are too frequently prescribed by so-called doctors who are ignorant 
of what they contain, and in so prescribing act only as agents for the various 
concerns without a commission. There is necessity of more thorough and con- 
stant study, that we may know and comprehend our subject. He would have us 
adhere more closely to the Pharmacopeia. 

Dr. Harold N. Moyer of Chicago addressed the society on the subject of 
“Medicolegal Defense,” saying that four years ago the physicians of Chicago organ- 
ized to protect themselves from this class of litigation, which is on the increase, 
and one year ago the organization became a part of the State Society. In this 
time over 400 cases have been defeated. A case has never been lost. In the event 
the committee concludes that the physician in question is guilty, it refuses to 
accept the case. Said committee reserves the right to say whether physician is 
guilty or not. Several cases showing the nature of the suits were cited. The 
purpose the State Society has in taking up this matter of defense of its mem- 
bers is to give them adequate protection from unjust suits for the mere cost of 
defending same. Dr. Moyer said the actual cost of this defense would not exceed 
$2 per year; further, that on payment of $5 by each member, in order to raise 
sufficient working capital, the State Society would guarantee to pay the cost in 
full of all cases for the next ten years at an additional expense of not to exceed 
$1 per year per member. Suits can be divided as follows: Fifty per cent. are pure 
blackmail; 25 per cent. sue for malpractice to beat a just bill; 15 per cent. believe 
they have been aggrieved or injured; 10 per cent. are very close to malpractice; 
blackmailers are generally charity patients. The state pays attorney’s fee, 
stenographer and costs. Dr. Moyer said physicians are loose in their methods 
of keeping books, frequently omitting dates and failing to make charges or record 
in their books of work done. Keep a record of all cases. The “day book” is the 
only legal book, and should be kept if none other. The speaker advises the doctor 
to be on his guard for trouble—to know his legal status. The physician is not 
legally under obligation to attend any case, but when treatment is once entered 
it is a contract and he is obliged to remain until legally released, using “reason- 
able and ordinary care and skill and due diligence” in the conduct of said case, 
“reasonable and ordinary care and skill and due diligence” being such as is re- 
quired of the average physician in the same locality and under similar circum- 
stances. The burden of proof in malpractice suits is with the plaintiff. He must 
show that the doctor did not use “ordinary skill and due diligence.” It must 
further be proved that negligence and lack of skill resulted in damage to the 
plaintiff. 

The society tendered a vote of thanks to Dr. Moyer for his able and instructive 
talk. The following members were present: Drs. Bath, Guthrie, Cantrell, Taylor, 
R. D. Fox, Fenelon, Chapin, Little, Covington, Brown, J. L. Yolton, R. G. Yolton, 
Hart, Carr, A. L. Fox, C. M. Noble, Vandervoort, Lee Smith, Godfrey, Sloan, 
Turner, Rogers, Dobson and Rhodes. Visitor, Dr. A, J. Morris. 

F. H. Goprrey, President. 
O. M. Ruopes, Secretary. 





MONROE COUNTY. 


The Monroe County Medical Society met in Waterloo, Monday, September 23. 
The president, Dr. Heidelberg, and Drs. Kuehn, Schellschmidt, Kohlenbach, Vogel, 
Sennott, Pautler, Fults, Adelsberger, were present. Dr. Sennott called attention 
to the prevalence of smallpox throughout the state and the necessity for physi- 
cians to encourage vaccination. An interesting case of abnormal development of 
mammary glands was related by Dr. Heidelberg, which elicited enumeration of 
similar cases by Drs. Sennott and Schellschmidt and a general discussion by the 
members. The society voted its moral support to the State’s Attorney in prose- 
euting violators of the Medical Practice Act, as authorized by the State Board of 
Health; unlicensed midwives and other persons practicing medicine without a 
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license will in the future be prosecuted, the society being determined that the 
medical laws shall be enforced. 

The following resolution was passed by an unanimous vote: 

Resolved, That the members of the Monroe County Medical Society will not in 
the future make an examination for old line life insurance companies for less than 
five dollars; provided, that this resolution shall not apply to written contracts 
now in force, nor to examinations for fraternal, religious or industrial societies. 

Since the exposures of graft made in investigations of life insurance companies 
in which the medical departments and examiners came forth unsullied, the com- 
panies have, in order to reduce expenses, reduced the fee for the medical examiner, 
who is the foundation of the stability of the company. Nearly every society in 
the country has passed a resolution similar to the above. The full attendance 
at recent meetings, the interest taken in the discussions of matters relative to 
medicine, surgery and midwifery and friendly feeling maintained between the 
members, led the society to vote for a special meeting to be held at Burksville, 
December 9, at which Drs, Miller, Kuehn, Schellschmidt and Fults will read 
papers. 





MORGAN COUNTY. 

The Morgan County Medical Society held its regular meeting at the Library 
Sept. 12, 1907, at 8 p. m., President Dr. E. L. Crouch in the chair. Twelve mem- 
bers were present. The application of Dr. Bradley for membership was laid over 
until the next meeting. 

Dr. Hardesty reported a case of tuberculosis. 

Dr. Milligan reported two cases of fibroid of the uterus during pregnancy. In 
tne first case the diagnosis was made two years before labor. The placenta was 
adherent at site of tumor. In the second case there was a normal labor, which 
was followed by a violent postpartum hemorrhage. The tumor was situated 
anterior and at the top of the fundus. 

Dr. Woltman was called to see a man who was thought to have cholera morbus, 
had been vomiting every fifteen or twenty minutes for three days, the vomiting 
having the smell of urine, the patient was stupid, had normal temperature, had 
not urinated for three days, went into coma and died a short time after having 
been seen. 

Dr. Adams reported a case of Ménieré’s disease, also two cases of fungus in 
ears, which responded nicely to the alcohol treatment. 

Dr. Duncan reported a case of typhoid fever in a merchant. He was very nerv- 
ous, had excruciating headaches, which radiated from one side to the other, a sub- ° 
normal temperature, tenderness over bowels, spleen enlarged, which symptoms 
continued for fourteen days, being followed by delirium for a few days, then with 
a general improvement; headaches still present, but in a milder form. 

Dr. Pitner reported a case of pleurisy with effusion in a patient 40 years of 
ace, following an acute illness eight weeks prior; there was dulness over right 
apex, edema of legs, normal temperature and egophony; aspiration was performed 
and fluid was so thick that it took an hour or so to withdraw a pint; a trocar 
was tried next with much better results, four and one-half pints being obtained, 
which was followed by general improvement and with no signs of a reaccumula- 
tion. 

Dr. Bowe reported a case of myoclonus epilepsy in a child 5 years of age, due 
to congenital syphilis; it had 112 convulsions in twenty-four hours. 

Dr. King reported a case of goiter in a man 40 years of age which grew to the 
size of a hen’s egg within two or three days’ time and lasted for a week, then dis- 
appeared without any treatment; the skin surface of the enlargement would be- 
come inflamed until it resembled that of a large boil, temperature and pulse nor- 
mal, no pain present, and the only thing complained of by the patient was the 
inconvenience due him from the external enlargement; the patient stated that this 
sweliung had occurred six times within a year and at no time were the symptoms 
any different. 
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Dr. Crouch mentioned a case of goiter with three nodules; patient very nerv- 
ous; goiter was at first simple, but assumed an exophthalmic type with all 
symptoms pronounced; hair came out, pulse 160 and feeble, was put on strophan- 
thus, and a general improvement followed, pulse came down, tremors decreased, 
and patient took more nourishment, 

Society adjourned. 





RANDOLPH COUNTY. 

The Randolph County Medical Society convened in regular quarterly session, 
October 8, in Coulterville. The program as carried out at this meeting proved 
to be exceptionally interesting and instructive. Dr. Gault’s case of talipes equinus 
varus, upon which he performed a successful operation, again proves the fact that 
these operations are usually delayed too long. Dr. Robertson’s paper on Malaria 
interested the Society very much and brought out a discussion in which the ten 
physicians present participated. Dr. Adderly, the president of the Society, 
explained the medico-legal defense which the State Society provides. The 
physician who is in good standing with his County Society receives as much 
protection in this manner for $1.00 as he can get for $15.00 from the so-called 
“Physicians’ Defense Companies.” 





VERMILION COUNTY. 


The Vermilion County Medical Society was called to order at 7:45 p. m. in 
the City Hall, Danville, by the president, A. J. Leitzbach. This being a joint 
meeting with the Champaign County Medical Society, Dr. J. C. Dodds, president, 
was asked to occupy the chair. Previous to opening the session the visiting gentle- 
men, seventeen in number, were entertained at dinner at the Plaza Hotel. The 
following papers were read: “Indications for Producing Abortions or Premature 


Labor,” Dr. W. K. Newcomb, Champaign, Ill.; “Puerpural Eclampsia,” Dr. F. M. 
Mason, Rossville, Ill.; “Puerpural Septicemia,”’ Dr. Joseph Brayshaw, Homer, III. 
This program was one of the very best the society has ever had. The absence 
of Dr. Fithian was a disappointment, as his paper seemed to be a very important 
one. The discussion was opened by Dr. McKinney and T. C. McCaughey, follbwed 
by Drs. Mason, Gray, Powers, Hoffman and Huff, Guy, Leroy Jones, Cooley and 
Robert McCaughey. The discussion was then closed by the essayists. 
E, E. Ciark, Secretary. 





WILL COUNTY. 

The September meeting was held September 24. A paper was read by Dr. 
R. L, Eldredge of Frankfort on Diabetes in Children, the case in point illustrat- 
ing the importance of urinary examinations in diseases of children. As the ex- 
perience of the members present in such cases had been limited, the discussion 
turned to diabetes in adults. The president, Dr. M. W. Cushing, is such an excel- 
lent quiz master that he easily obtained an expression of opinion from every 
member. Dr, H. W. Woodruff’s paper on The Symptoms of Glaucoma was read 
by his associate, Dr. W. O. McBride, and proved to be the source of an interest- 
ing general discussion, 

Dr. R. B. Leach was elected as the Will county member of the medicolegal 
committee. Members present: Drs. Cushing, Lennon, LeSage, F. W. Ruben, 
McBride, Leach, Dougall, Nash, Werner, Eldredge, Bowles, McGann, Patterson, 
Brannon, Richardson, Eidam. 





NEWS OF THE STATE. 


PERSONAL. 


. Harry H. Rittenhouse is reported to be critically ill. 

. George Paul Marquis returned from Europe September 8. 

. David J. Doherty, Manila, P. I., is in Chicago for a brief visit. 

. and Mrs. Eugene 8. Talbot returned from Europe September 21. 
. Arthur Snydacker, of Chicago, sailed for Europe September 19. 


- Dan Goodman, of Springfield, has gone to Vienna for a period of 

study. 

Dr. John C. Sonders has been elected physician of the poor for Rock 
Island. 

Dr. L. Harrison Mettler and family have returned from Mackinac 
Island. 

Dr. and Mrs. Glenn M. Hammon have returned after three months 
in Alaska. 

Dr. William F. Matson and family, Monticello, sailed for Europe 
October. 10. 

Dr. Hugh F. Gunn, Galena, has been appointed physician of Jo 
Daviess County. 

Dr. Harry M. Hayes has been chosen as a member of the staff of St. 
Francis Hospital, Peoria. 

Dr. Harry C. Blankmeyer, Springfield, bacteriologist for the State 
Board of Health, has resigned. 

Dr. W. S. Layman, of Chicago, has returned to Chicago after three 
years at Kamerun, West Africa. 

Dr. George A. Sihler, Litchfield, has been appointed division surgeon 
for the Illinois Traction System. 

Dr. John Randolph Webster, Monmouth, who has been seriously ill in 
Chicago, has returned home convalescent. 

Dr. John E. Haughey, Rockford, has succeeded Dr. Charles E. Craw- 
ford as physician of Winnebago County. 

Dr. William M. Young, assistant physician at the Illinois Institution 
for the Feeble-minded, Lincoln, has resigned. 

Dr. Albert R. Trapp, of Springfield, is laid up at his father’s resi- 
dence in Lincoln suffering from blood poison. 

Dr. Alfred N. Murray has removed his office to Suite 1208 Chicago 
Savings Bank Building, 72 Madison street, Chicago. 

Dr. Howard T. Ricketts, of Chicago. has returned after a summer 
spent in investigating the tick fever problem in Montana. 
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Dr. W. J. Chenowith, Sr., at the age of 84, has retired from a practice 
of nearly 60 years in Decatur and removed to Detroit, Mich. 

Dr. Carl C. Muehlmann, Pekin, while returning from a professional 
call October 3, was thrown from his buggy, breaking his left arm. 

Dr. Cyrus H. Anderson, McLeansboro, has been appointed superin- 
tendent of the Hospital for Insane Criminals, Chester, vice Dr. Walter 
E. Songer, deceased. 

Dr. Harry B. Earl, resident physician at the Maplewood Sanitarium, 
Jacksonville, has received an appointment on the staff of the Iowa State 
Hospital for the Insane, Cherokee. 

Dr. and Mrs. Z. H. Going, of Chicago, announce the engagement of 
their daughter, Harriett Radcliffe, to Dr. Emil Bernard Anderson, of 
Englewood. The wedding will take place early in November. 

Dr. and Mrs. Arthur B. Wakefield, who have been in Nankin, China, 
for the past two years engaged as missionaries, return in November to 
Springfield, where Dr. Wakefield expects to re-enter practice. 

Dr. John J. Stiles, the dean of the medical profession of Pontiac, 
was given a surprise call by the members of the profession of the city in 
honor of his eightieth birthday anniversary and was presented with a 
gold-headed silk umbrella and other gifts. 





NEWS ITEMS. 

An epidemic of typhoid fever is reported at Canton. 

Three cases of smallpox of mild type have appeared in Rockford. 

As a result of drinking impure water while camping at McHenry, 
five citizens of Elgin are ill with typhoid. 

Dr. Mac Jones, formerly county physician of Sangamon County, was 
recently arrested in Springfield for the illegal sale of cocain. 

The State Homeopathic Medical Society has opened a sanitarium for 
the treatment of tuberculosis and nervous disease at Buffalo Rock. 

The first case of smallpox since July 21 in Chicago occurred Septem- 
ber 20, the patient coming from Montana and never having been vac- 
cinated. 

“Dr.” J. Kubus, Chicago, is reported as fined, September 30, $200 
for practicing without a license. Prosecution was made by the assistant’ 
attorney for the State Board of Health. 

Judge Scovel, of the Municipal Court, on October 8, is said to have 
found Gordon Francis, known as “Dr. D. Dunn,” guilty of practicing 
medicine without a state license and fined him $200 and cost. 

Dr. Richard C. Cabot, of Boston, addressed the Sangamon County 
Medical Society at the Lincoln Library on the evening of October 10, 
his subject being “Essentials and Non-essentials of Physical Diagnosis.” 

At the coroner’s inquest on Charles Swicks, city marshal of Rose Hill, 
who was shot and killed by Dr. John W. Hutton September 18, the physi- 
cian was exonerated, the case being declared one of justifiable homicide. 
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The case against Dr. Walter B. Metcalf, charged with performing a 
criminal operation on Miss Nellie Kilton, was dismissed by Municipal 
Judge Sadler, September 20, on the ground that the complaining witness 
had testified falsely. 

An individual calling himself “Dr. Bosworth,” who, it is alleged, has 
been selling a mixture composed chiefly of table salt, iron and sulphur, 
was fined $100 and costs in Chicago, on September 25, on the charge of 
practicing medicine without a state license. 

Warden Happel, of Cook County Hospital, in his last report, states 
that the hospital population has increased 50 per cent. in the last four 
years, and that the number admitted during September was 30 per cent. 
more than was admitted in September, 1904. 


The College of Physicians and Surgeons (Medical Department of the 
University of Illinois) was opened October 1 for the session of 1907-8. 
The opening address was delivered by Prof. L. Harrison Mettler, the 
theme being “Art and Science as Applied in the Practice of Medicine.” 

The average per capita cost of inmates of the state institutions for the 
quarter ending June 30 was $42.68. The highest per capita was at the 
St. Charles Boys’ School, which amounted to $73.45; the lowest was at 
the State Hospital for the Incurable Insane, Bartonville, with a per 
capita of $25.00. 

Dr. Haims L. Davis, in charge of the detention hospital, as a result 
of investigation of eastern hospitals during a recent trip, advises that a 
hospital be established for victims of alcoholism, as the County Hospital 
maintains no alcoholic wards, and as the detention hospital facilities in 
this direction are limited. 

At the annual meeting, September 22, of the Chicago Physicians’ and 
Surgeons’ Golf Association, founded six years ago by the late Dr. Fer- 
nand Henrotin, Dr. Thomas J. Watkins was elected president, Dr. George 
W. Webster, secretary, and Drs. John Ridlon, Wm. Allen Pusey and 
Frank W. Lynch, executive committee. é 

By the will of Henry L. Barney, who recently died, the following be- 
quests were made to Chicago institutions: Visiting Nurses’ Association, 
$20,000; Chicago Lying-in Hospital, $10,000; Hospital for Déstitute 
and Crippled Children, $5,000; Chicago Home for Incurables, $5,000; 
Chicago Daily News Fresh Air Fund, $10,000, and Chicago Tuberculosis 
Institute, $10,000. 

Work on the University Hospital at Lincoln and Congress streets was 
begun October 4. The hospital will be used exclusively by teachers and 
students of the Department of Medicine of the University of Illinois. 
There will be accommodation for 80 patients, private rooms and wards. 
The building will be a four-story structure of 134 by 150 feet and is to 
cost about $120,000. 

The Henrotin Memorial Hospital will, it is announced, be opened 
November 1. It is a six-story building of reinforced concrete, with 60 
rooms for patients, and is the result of long planning on the part of the 
late Dr. Fernand Henrotin, who, until his death last December, was 
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president of the Policlinic Hospital Association. Dr. John Chew, presi- 
dent of the association, states that the prices will be similar to those of 
other hospitals, and the institution will be open to patients of all repu- 
table physicians. 

The following are the names of the applicants who passed the recent 
examination for positions on the staff of the Illinois Charitable Eye and 
Ear Infirmary: Eye surgeons, Frank A. Phillips, Brown Pusey, Willis 
O. Nance, E. V. L. Brown and William E. Gamble, all of Chicago; as- 
sistant eye surgeons, Robert Von der Heydt, Oak Park; Charles C. Clem- 
ents, Major H. Worthington and Lewis K. Beck, of Chicago; ear surgeon, 
G. W. Boot, of Evanston; assistant ear surgeons, B. Franklin Hodson 
and Lorenzo N. Grosvenor, of Chicago. 


The Marquise de Fontenoy announces in a recent issue of the Chicago 
Tribune an important action of the German Emperor regarding patent 
medicines. Her statement is as follows: 

“Emperor William has come out in the most flatfooted fashion against 
patent medicines, which he seems bent upon abolishing altogether as far 
as Germany is concerned. Four years ago, on his personal initiative, a 
law was devised and enacted compelling the manufacturers of patent 
medicines to state on each package what ingredients the medicine con- 
tained and in what quantities. Not content with this, he has now affixed 
his sign manual to a new statute, for the initiation and drafting of which 
he is almost entirely responsible, which prohibits the public advertise- 
ments of patent medicines and forbids the use of any printed or written 
statement in praise of the article or compound, as well as of any testimo- 
nial or recommendation or anything in the nature of an advertisement 
or an inducement to buy. Chemists and all retailers are required to 
know the ingredients of patent medicines, except where they sell them on 
a doctor’s order and prescription. Failing this, they are not only liable 
to punishment by the law if they sell patent medicines, but are also re- 
sponsible in civil damages for any injury that may be caused by the 
remedy. Inasmuch as the new law imposes severe penalties in the shape 
of withdrawal of licenses, confiscation, fine and imprisonment upon of- 
fenders, it looks much as if the patent medicine industry and trade is at 
an end as far as Germany is concerned, while the Teuton press loses a 
large source of revenue derived from advertisements of the nostrums in 
question.” 

The Illinois State Conference of Charities held its twelfth annual 
meeting in Jacksonville October 9 to 11, inclusive. The meeting was 
well attended and much interest shown in the work of this organization. 
The representation of the medical profession in the program of this con- 
ference demonstrated the very close relation existing between all charit- 
able organizations and medical charity. Such conferences are the best 
means of arousing a sentiment among the people. Investigation of medi- 
cal charity by influential and leading laymen is all that is necessary to 
show the great need of the most liberal and hearty cooperation of all 
charitable organizations with the medical profession in order to accom- 
plish the greatest good for the health and welfare of the nation. 
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A glance at the subjects and speakers will illustrate the great interest 
manifested at this meeting. Address, Education of Physicians and the 
Public Regarding Insanity, Dr. Frank P. Norbury, of Jacksonville, Pres- 
ident of the Conference; Social Aspect of Medical Work, Dr. Richard C. 
Cabot, of Boston, Mass.; Work for Deficient Children in Illinois, Dr. 
W. H. C. Smith, of Godfrey; Methods of Training Children in Institu- 
tions, Dr. C. W. Hart, Superintendent of St. Charles School for Boys; 
Business Administration of Public Institutions, Col. Frank D. Whipp, of 
Springfield, State Department and Institution Auditor; Food Supply of 
Joliet Prison, William Wickersham, Steward at Joliet; Care of the Poor 
in Small Communities, Mrs. James A. Parson, of Jacksonville; Public 
Care for the Poor—The Model Almshouse, S. T. Metcalf, Superintend- 
ent of Sangamon County Almshouse, Buffalo, Il]; The Wards of the 
State, his Excellency the Honorable Charles 8S. Deneen, Governor of Illi- 
nois; The Model Penitentiary, Henry Wolfer, Warden of Minnesota 
State Prison, Stillwater, Minn.; Needs of the Jails and Lock-ups, Dr. F. 
Emory Lyons, Superintendent of Central Howard Association, Chicago ; 
Adult Probation, Judge McKenzie Cleland, of Chicago; Social Hygiene, 
Charles R. Henderson, Professor of Sociology, University of Chicago; 
Continuous Care of the Feeble-minded, Dr. H. C. Hardt, Superintendent 
of Asylum for Feeble-minded Children, Lincoln, Tl. 





INCORPORATIONS. 

Grace Hospital, Chicago ; capital, $7,500; to maintain a hospital and 
school for nurses ; incorporators, A. M. Harvey, C. C. O’Byrne and J. S. 
Nagel. 

Herbacene Remedy Company, Chicago; capital, $2,500; manufac- 
turing and dealing in drugs and medicines; incorporators, Aaron R. 
Wolff, Harry R. Wolff and E. R. Parnell. 

National Guarantee Medical and Surgical Aid Association, Mon- 
mouth ; capital, $500; to furnish medical and surgical aid ; incorporators, 
George W. Skiles, J. R. Ebersole and F. L. McCormick. 





. MEDICAL SOCIETY NOTES. 

Dr. Henry B. Favill, president of the Chicago Medical Society, ad- 
dressed the North Shore Branch at its first meeting, held October 7, on 
“The Relation Which the Chicago Medical Society Bears to the Branch 
Societies.” His remarks showed the administration’s desire to effect a 
complete solidarity of the main society and branches to the effect that 
the best results may be obtained in the promotion of medical science and 
public health. 

The Council of the Chicago Medical Society held its first meeting for 
the fall Tuesday, October 8. The meeting was well attended and consid- 
erable business transacted. This was the occasion of the annual meeting 
of the Council when all appointive and standing committees made re- 
ports and the work for the year outlined, together with the election of 
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members of standing committees, delegates to the State Society and ap- 
pointing of committees for the year. 

Dr. J. P. Houston, president of the North Shore Branch of the Chi- 
cago Medical Society, outlined the work of the branch for the coming 
year and urged upon the members the necessity of good feeling toward 
each other, which can best be accomplished by free scientific and social 
intercourse found at the meetings of the Society. Dr. Houston said, in 
part: “The work of the branch society for the year may be divided into 
two classes: First, work of purely scientific nature; second, work along 
the lines of social science. In years past we have had good work of first 
class, and the executive committee will agree to make this year’s work 
reach the same level; will have programs of general interest and try 
to make the meeting a place which will attract all the profession of the 
district ; will have papers by specialists, by men in general practice, and 
dé our utmost to make the meetings interesting. Maintain a working 
formality, but never allow the dignity of the meeting to become so pon- 
derous as to preclude the most modest man among us giving his contribu- 
tion as if among his friends. The work of the second class will consist in 
giving more time to social intercourse, after programs, getting better 
acquainted with each other and cultivating a spirit of genuine friendli- 
ness among our members. We shall do our share of medical missionary 
work. We shall do our share along the varied lines of medical legal work. 
putting our shoulders to the wheel of progress and help in the solution of 
problems which present themselves to our city and state.” 

Dr. Arthur M. Corwin, president of the West Side Branch of the Chi- 
cago Medical Society, has issued the following plea for the hearty cooper- 
ation of members of the branch in furthering the interest and welfare of 
the local society during the year: 

“To West Side Physicians: 

“As President of the West Side Branch of the Chicago Medical So- 
ciety I ask your cooperation in the work of the year. The aim of that 
work is to benefit primarily each individual of the profession in our dis- 
trict in every way within our power. To this end the officers shall hope 
to meet your approval. First, they will seek to provide interesting scien- 
tific programs, both clinical and otherwise. They will welcome short 
papers and reports of value. They will desire intelligent, practical and 
brief discussion from all attending members. They will see that the 
program reaches you a week or more in advance of the meeting, so that 
you may prepare to discuss a question clearly and to the point. You are 
requested to get your clinical reports, papers or presentation of specimens 
in hand and keep in touch with the Secretary. These are your meetings 
and you are entitled to a place on their program. The purpose shall be 
to keep the meetings of high grades and worth reporting. There is a 
wonderful success in numbers. Do your part at least by reserving the 
third Thursday evening of each month for this Society and talk to your 
confréres about it. The meetings will always be opened at 8:15 sharp, 
in order to close at a reasonable time. Second, all physicians on the West 
Side should know each other well. The Social Committee has your profit 
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and pleasure especially at heart. Watch for its announcements and meet 
its suggestions half way. Third, there are many questions involving our 
relation to the Council and other medical bodies, as well as our relations 
to the public. These are your problems—come and help solve them 
right. Sincerely yours, 


(Signed) “A. M. Corwry.” 





HEALTH BOARDS AND PUBLIC HEALTH. 


The Peoria Health Commissioner has requested the police to arrest 
any one distributing pills or other samples of medicine. 

A civil service examination was recently held in Chicago for school 
medical inspectors, and of 412 applicants examined only 58 made a pass- 
ing grade. 

The Public Health and Marine Service is seeking information in re- 
gard to any epidemics traced to a milk supply, as the subject is receiving 
careful scrutiny and revision. 

Acting on the recommendation of Governor Post, the executive coun- 
cil has decided to institute compulsory vaccination in Porto Rico. No 
deaths have occurred from smallpox on the island since 1898, when the 
entire population was vaccinated by order of the United States authori- 
ties. 

During September 296 cases were reported to the coroner’s office, 
Cook County, 71 fewer than for August and 12 fewer than for the corre- 
sponding months of 1906. Of the deaths reported, 29 were from suicide, 
15 from homicide, 22 were due to railway accidents, and 23 to street-car 
accidents. 

A new law which is now in effect in Massachusetts requires that in 
every factory or shop in which machinery is used for any manufacturing 
purpose there shall be kept, free of expense to the employés, such a medi- 
cal and surgical chest as shall be required by the local board of health of 
any city or town where such machinery is used. 

The Chicago Department of Health has issued warning regarding 
typhoid fever, the probability of an increase in scarlet fever on the open- 
ing of schools, and the necessity of vaccination, in view of the smallpox 
experience of recent years. A great amount of work is being done in this 
laboratory, and physicians should familiarize themselves with the facili- 
ties of this department to assist them in many matters affecting the 
public health. 

During the first twenty school days, 17,820 children were examined by 
the medical inspectors and 1,476, or 8.3 per cent., were excluded from 
attendance at school on account of the existence of the following diseases: 
Tonsillitis, 315; pediculosis, 278 ; impetigo contagiosa, 188 ; scarlet fever, 
120; scabies, 99; diphtheria, 84; whooping cough, 66; purulent sore 
eyes, 45; measles, 42; mumps, 40; chickenpox, 32, and tuberculosis, 3. 
Of the 456 exclusions during the week, 105 were afflicted with tonsillitis, 
and microscopic examination of cultures from 66 of these showed 7 of 
them to be diphtheria. 

Dr. W. A. Evans, Commissioner of Health in Chicago, has recently 
issued the following statement in The Bulletin of the Chicago Medical 
Society in reference to gonorrheal vulvovaginitis in girls: 
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“During the past summer a delegation of hospital superintendents 
met to consider the causation of vulvovaginitis in children. Their inter- 
est was chiefly in the disease in hospitals, and they recommended a plan 
of procedure for hospitals. A further suggestion was that the profession 
be informed of the prevalence of this form of gonococcus infection in 
Chicago. It was their opinion that the family and the family physician 
are neglecting these infections. While gonococcus infections before pu- 
berty are of less importance than in adults, the results are always dis- 
agreeable and sometimes serious. Whenever children are living together 
in numbers an epidemic threatens. Most of the vulvar discharges in 
young girls are due to gonococcus. Beginning as an infection of the 
vulvar glands, it spreads to the vaginal folds. The duration is long. At 
times infection is spread to other organs. If the child goes into an insti- 
tution the disease will spread to other inmates unless precautions are 
taken. This morning the writer was told of the following circumstance: 
A physician has one child, a girl of 3 years. A male relation of his wife 
came to visit him. He had gonorrhea, used the bathroom, and as a con- 
sequence the child contracted the disease. The committee asks the physi- 
cians of Chicago to carefully investigate and properly care for vulvo- 
vaginitis in girls. W. A. Evans.” 


INQUIRY ABOUT NEW ANTITOXIN LAW. 

Mr. Editor :—The fact that the Illinois State Board of Health is about 
to furnish diphtheria antitoxin free of charge to all applicants, both rich 
and poor, makes it the duty of physicians to use it. It would be mani- 
festly unjust to cause patrons to buy what they can secure for nothing. 
I am, therefore, justified in asking for information as to the reliability 
of the company which is to supply this serum. That they can supply 
antitoxin to the Board cheaper than firms whose products I have learned 
to depend on does not recommend it to me, nor does the endorsement of 
the State Board give it a strong position in my estimation. 

Several years ago I narrowly escaped using the infécted antitoxin of 
the St. Louis Board of Health, because I could get it so much cheaper 
than elsewhere. So now, without intending to cast any reflections, I am 
asking who has used this antitoxin and what assurance can be had that 
it is as good and safe as the brands in common use in the State of IIli- 
nois ? Yours, S. IL. 








MARRIAGES. 


Cuester Eare, M.D., to Miss Lenora Debeir, both of Chicago, Sep- 
tember 28. 

CuarLes W. Heywoop, M.D., to Miss Louise Soper, both of River- 
side, Ill., October 7. 

Frank C. Green, M.D., Chicago, to Mrs. Mattie May Smith in 
Oswego, N. Y., in July. 

CLaupe J. Saunpers, M.D., Ashley, Ill., to Miss Elsie E. Miller, of 
Irvington, Ill., Sept. 11, 1907. 

ALLEN B. Kanaver, M.D., Chicago, to Miss Olive Rosencranz, of 
Evansville, Ind., Oct. 8, 1907. 

Joun Water Huston, M.D., Virginia, Ill., to Miss Estelle Wood. 
of Caro, Mich., September 18. 
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JoHN DonnincTon Bartett, M.D., Chicago, to Miss Edith Booker, 
of Helena, Mont., September 4. 
Joun WALTER Futwiter, M.D.. to Miss Alice McClum Martin, both 
of Bloomington, Ill., September 21. 
Tuomas H. Ketiey, M.D., Chicago, to Miss Sarah Byrde Buchan, of 
Stevens Point, Wis., September 26. 
Rosert Netson Lang, M.D., Danville, Ill., to Miss Mabel Lee 
Hanna, of Bardolph, Ill., October 16. 
CuarLes Patron Ciark, M.D., Chicago, to Miss Bessie Burnette, of 
Oconto, Wis., at Chicago September 18. 
Cart J. F. Rocuow, M.D., Lincoln, Ill., to Miss Margit Jansen, of 
Frederikshald, Norway, at Chicago, September 28. 
R. Ratepn Ferevson, M.D., Irving Park, Chicago, to Miss Goldie 
Abigail Edgerton, of Hastings, Neb., September 17. 
J. Lester Barnspack, M.D., Chicago, to Mrs. Virginia Camp- 
Bishop, of Columbus, Ga., at Terre Haute, Ind., September 28. 





DEATHS. 

STrtwe._t G. Merritt, M.D., Homeopathic Medical College of Mis- 
souri, St. Louis, 1867, died at his home in Collinsville, Ill., September 8. 

Henry Horace Hecerty, M.D., Chicago Homeopathic Medica] Col- 
lege, 1901, died at his home in Dundee, Ill., September 15, from uremia, 
after an illness of two weeks, aged 45. 

RusseLL THomas Barry, M.D., Rush Medical School, Chicago, 1902, 
died at the home of his parents in Chicago, September 12, from tumor 
of the brain, after a brief illness, aged 26. 

Mortimer WILLIAM Hanpiey, M.D. (examination, Illinois, 1899), 
died at his home in Chicago, July 24, from splenomyelogenous leukemia, 
after an illness of three years and a half, aged 35. 

Apert Lewis MAanarrey, M.D. (examination, New Mexico), for 
several years physician at Indian School, Albuquerque, N. M., died at a 
hospital in Chicago, September 1, from cancer, aged 60. 

ALEXANDER Stuart McLennan, M.D., faculty of medicine of 
Queens’ University and Royal College of Physicians and Surgeons, Kings- 
ton, Ont., 1873; a resident of Chicago for fifty years, died at his home 
September 23, after a short illness, aged 72. 

Ricwarp S. Sievin, M.D., Rush Medical College, Chicago, 1902, 
formerly a practitioner of Peoria, Ill., threw himself from a window in 
the fifth floor of the City Hospital, St. Louis, October 4, while mentally 
unbalanced from drug addiction, and was instantly killed, aged 30. 

Joun Sipney Dyer, M.D., Northwestern University Medical School, 
Chicago, 1905, after his graduation an interne in St. Luke’s Hospital, 
Chicago, and later a practitioner in Boone, Iowa, died in St. Anthony’s 
Hospital, Denver, Colo., August 31, from cirrhosis of the liver, after an 
illness of several weeks, aged 25. 

Samvue. G. Irwin, M.D., Rush Medical College, Chicago, 1863, one 
of the oldest practitioners of Crawfordsville, Ind., died at the home of 
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his son in Champaign, I1!., September 29, from senile debility aggravated 
by a fracture of the hip received six years before, aged 82. The members 
of the Montgomery County Medical Society attended the funeral in a 
body. 

Grorce CatLoway, M.D., died in Tuscola, October, 1907, aged 63 
years, an alumnus of Rush Medical College, but a graduate of the Ohio 
Medical College of 1873. The Doctor had not been in active practice of 


COLUMBUS BARLOW, M.D., of Robinson, Councilor of the Illinois State Medical 
Society, recently deceased. The obituary notice will appear in the December number 
of THE JOURNAL. 
his profession for more than twenty years, devoting his time mainly to 
farming until failing health compelled him to retire from all kinds of 
business. Death resulted from disseminated sclerosis 

Aupert 8S. SLarer (years of practice, Illinois, 1877), of Wataga, IIl., 
a member of the Illinois State and Knox County medical societies, hos- 
pital steward and assistant surgeon in the army during the Civil War, 
for ten years coroner of Knox County, for twelve years an alderman and 
for four years mayor of Watago, died, September 11, at the home of his 
niece in Anderson, Ind., from kidney disease of long standing, aged 67. 





